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REPORT OF FOURTH INTERALLIED SURGICAL CONGRESS ' 


HELD AT VAL-DE-GRACE, FRANCE, MARCH 11 TO 16, 1918 


HE Fourth Interallied Surgical Congress 
for the Study of War Wounds was held at 
Val-de-Grace, March 11 to 16, 10918. 

The conclusions adopted deal either with new 
topics or with an intensified study of phases of 
previously considered subjects which have been 
in part presented in these pages.2 Seven prob- 
lems were considered, namely: 

1. Indications and technique for blood trans- 
fusion. 

2. Physiology, diagnosis, pathology, and treat- 
ment of trench-foot. 

3. Treatment of pelvic wounds, especially of 
the bladder and rectum. 

4. Pseudarthroses following war wounds. 

5. Conservative operations in the treatment 
of gunshot wounds of the foot. 

6. Osteosynthesis in the treatment of war 
fractures. 

7. Analysis of the methods of sterilization of 
wounds. 

After a discussion of the reports submitted on 
these various questions the Congress adopted 
the following conclusions: 


BLOOD TRANSFUSION 

Blood transfusion actually gives results which 
suffice for its adoption as the method of choice 
in the treatment of severe hemorrhages. 

Indications. In the early hours after injury the 
indications are given by the clinical study of the 
patient. This may be by repeated observation 
of the blood-pressure and by the red cell count 
which furnish the indications in limb wounds. 
In the advanced posts and when circumstances 
render such examinations impossible, the indica- 


? Reports of previous Congresses were published in the INTERNA- 
TIONAL ABSTRACT OF SURGERY as follows: 
XXVii, ro. 


1918, xxvi, 268, 461; 


tions will be -based on the clinical symptoms 
alone. 

In circulatory collapse resulting from a super- 
acute affection such as gaseous gangrene trans- 
fusion has not given a favorable result. 

In shock the indications for transfusion are 
not sufficiently definite. 

Posthemorrhagic anemia is generally very 
well supported. It does not justify a transfusion 
if the general condition of the patient is satis- 
factory. | 

Secondary hemorrhages, disturbances of the 
coagulability of the blood, absence of cell regen- 
eration, and chronic infections leading to anemia 
may give indications for transfusion. 

Preliminary precautions. It is well to examine 
and classify donors in order to avoid transmission 
of diseases such as syphilis and malaria. 

Fatal accidents have been observed in cases 
where the cells of the donor were agglutinated 
by the plasma of the receptor. Such fatal 
accidents are rare and may be obviated by an 
agglutination test, which can be made easily and 
rapidly. It is therefore necessary to test for 
agglutination in all cases where circumstances 
permit or to have the donors classed in groups. 

In war conditions transfusion may be effected 
in the advanced posts and in the advanced 
hospitals. In the latter formations all the pre- 
cautions can and should be taken. In advanced 
posts transfusion should be done, even if it is 
impossible to test for agglutination, the danger 
of severe accidents being relatively slight. 

Transfusion must not be undertaken unless 
the conditions are perfectly satisfactory and 
strict asepsis can be assured. 

Technique. The method must permit the 
measurement of the quantity of blood trans- 


1Arch, de méd, et pharm. mil., Par., 1918, Ixix, 570. 
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fused. Satisfactory means have been found by 
which blood preserved for several days can be 
used. This method will be of great service 
especially in advanced posts in case of intense 
military activity. 

The indirect methods of blood transfusion are 
more easily applied than vascular anastomosis; 
the former depend on the employment of citrated 
blood; the latter on aspiration of pure blood into 
a paraffinated ampulla, or into syringes. All 
three methods give good results. 

As a general rule transfusion should be done 


as early as possible after injury. Sometimes it. 


cannot be employed until hemorrhage is arrested. 
In cases of thoracic or abdominal hemorrhage or 
of limb injury, transfusion is practiced before 
or during the operation, according to the condi- 
tion of the patient. 


TRENCH-FOOT 

Trench-foot is a pathologic condition due to 
damp cold, often complicated by secondary 
infection. It has four stages occurring in the 
following order: (a) painful anesthesia; (b) 
cedema; (c) formation of phlyctene; (d) 
cicatrization. 

Types. Three clinical conditions may be 
described: (a) benign form (85 or go per cent 
of the cases) characterized by painful anesthesia, 
cedema and redness; (b) a condition of medium 
severity (13 or 14 per cent of the cases) char- 
acterized by phlyctenz and limited scars; (c) 
a severe form (about 1 per cent of the cases) 
characterized by extension of the gangrenous 
phenomena and by the appearance of septicaemia; 
this is the form which greatly mutilates or kills. 

Complications. Trench-foot in the severe 
forms especially is very often complicated by 
tetanus and gaseous gangrene. It is subject to 
recurrence and relapse. Trench-foot occurs 
almost exclusively in soldiers who stay in the 
trenches, more particularly in certain trenches. 
Soldiers from warm countries, colored men 
especially, are more frequently attacked than 
Europeans. Youth, hyperidrosis, and a prior 
attack are favoring causes. 

Causes. Blood stasis resulting from prolonged 
standing, long immobility, and a trying position 
(crouching); compression of the leg and difficulty 
of venous circulation produced particularly by 
puttees; and especially the long stay in the 
boggy, flooded trenches and shell holes are the 
principal causes of trench-foot. 

Diagnosis. ‘Trench-foot may be confused with 
true freezing and with chilblains. True frost-bite 
is characterized by early massive mortification 
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of a segment of the limb (forefoot, entire foot, 
etc.); trench-foot on the contrary has only a 
limited destruction, i. e., gangrenous areas on 
the back or the sole of the foot or on the toes, 
and progressively invades the tissues of the foot. 
The first type is seen in severe dry frosts, espe- 
cially in mountainous regions; the second is only 
produced in humid weather in low altitudes. 
Trench-foot disappears with frosty weather. 
Chilblains, at least in the beginning of their 
evolution, are characterized by very great 
itching, while trench-foot, in those forms that 
might be confused with chilblains, is manifested 
by a painful anesthesia without the least itching. 
It must be admitted that sometimes the diagnosis 
may be doubtful between ulcerated chilblains 
and the ulcerated phlyctenz of trench-foot. 

Treatment. The treatment of trench-foot is 
preventive and curative. Preventive treatment, 
energetically applied and supervised, causes it to 
disappear, or at least makes it rare. It com- 
prises: (a) collective measures (sanitation and 
drying of the trenches and subsidiaries, and dry 
and warm shelters in which the men can gather 
when relieved); and (b) daily individual care 
(cleansing, greasing, and massaging of the feet; 
change of socks in the shelter; supervision of 
puttees and of anything else that may cause 
compression in the lower limb). The Belgians 
attribute the extreme rarity of cases of trench- 
foot in their army to the non-use of the puttee. 

Curative treatment of trench-foot comprises: 
(a) for benign forms, every two or three days 
tepid foot baths and treatment of the foot with 
borated camphorated soap; and daily wrapping 
the foot in a large moist borated camphorated 
dressing; (b) for severe types, opening the phlyc- 
teen, touching them with camphorated ether, 
and applying a borated camphorated dressing. 

If there are scars, carry out the same treat- 
ment patiently. Do not surgically remove the 
scars but only scarify them without causing 
bleeding in order that the modifying agents may 
act on the underlying tissues. Await spontaneous 
elimination, watch complications carefully and 
treat them surgically and fully from their begin- 
ning. Operation ought as a rule to be late, and 
should consist only of regularizing defective 
stumps from a functional viewpoint. Amputa- 
tions should be reserved only for those cases 
where the seriousness of the general develop- 
ments force the hand of the surgeon. 

In all cases this treatment should be completed 
by a prophylactic antitetanic treatment which 
should be renewed every eight days until the 
wound cicatrizes. 
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PELVIC WOUNDS, PARTICULARLY OF THE 
BLADDER AND RECTUM 


Isolated pelvic wounds. Treatment follows the 
general therapeutics of war wounds involving the 
soft and skeletal parts. Comminutive iliac 
fractures especially require a large trepanation. 
Removal of projectiles, since fragments are often 
projected into the psoas-iliac, is especially 
difficult and ought to be done as a routine. 

Bladder wounds. (a) Intraperitoneal wounds 
are amenable to laparotomy and suture. (b) As 
regards extraperitoneal. wounds, suprapubic 
wounds can be treated by primary vesical suture. 
Wounds of the lateral walls and base of the 
bladder which are inaccessible should be treated 
by an immediate cystostomy. ‘The surgical 
treatment of the entrance wound and its trajec- 
tory assures sufficient drainage. Later the use 
of a retention catheter favors the closure of the 
urinary fistula. 

Urgent primary cystostomy should be reserved 
for bladder wounds with retention or progressive 
or perivesical infiltration. Severe hematuria or 
the existence of an intravesical foreign body 
justifies an early cystostomy. Secondary infec- 
tion of the bladder calls for cystostomy with 
drainage. 

Wounds of the rectum. (a) Intraperitoneal 
wounds, like all intestinal wounds, are amenable 
to laparotomy with suture. (b) Extraperitoneal 
wounds, in the majority of cases, may be treated 
by exposure of the traumatized area, followed 
by tamponing of the rectal wounds. 

Constipation of the patient is an indispensable 
aid. In a shattering injury with extensive de- 
struction, the complete exposure of the rectum 
by a posterior rectotomy is the treatment of 
choice. Primary colostomy is only exceptionally 
indicated. 

Associated wounds of the bladder and rectum. 
The majority of these cases recover following 
surgical treatment of the extravesical trajectory 
of the projectile. Colostomy should be reserved 
for cases with very extensive vesicorectal fistule. 
Primary cystostomy is often useless. The 
retention catheter, ventral decubitus, miction in 
the knee-chest position, all favor spontaneous 
cicatrization of the vesicorectal fistula. 


TREATMENT OF PSEUDARTHROSES 


The inevitable primordial cause of pseudar- 
throses in war fractures is the primary destruc- 
tion of a part of the diaphysis. The other causes 
actually entering into line, infection, excessive 
surgical clearance, and bad reductions, ought 
not to occur. - 
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A certain number of pseudarthroses can be 
avoided, thanks to sterilization of the fracture 
area, to a prudent surgical clearance, to good 
reduction supervised with care; and in certain 
well-determined cases, to immediate or early 
osteosynthesis. 

In cases of resection of the lower extremity of 
the femur or upper extremity of the tibia or of 
these two bones, the treatment will be different 
according to the occupation of the patient. In the 
case of a workman, an attempt should be made 
to obtain ankylosis between the femur and tibia 
either directly or by means of,a graft; if the 
occupation is sedentary, a pseudarthrosis fixed 
by an apparatus which allows flexion is more 
advantageous. One or another of these measures 
is preferable to amputation of the thigh, with an 
artificial leg. 

In cases of ‘extensive loss of substance of 
the lower extremity of the humerus, the 
elbow being intact, it is often desirable to 
obtain a pseudarthrosis permitting flexion be- 
tween the humerus and its shattered lower 
extremity by leaving rotation to be produced 
in the radiohumeral articulation. This condition 
is more useful and durable than that given by an 
elbow resection. An additional method of 
combatting persistence of the infection consists 
in the employment of autogenous or stock 
vaccine. 

With few exceptions pseudarthroses should 
only be done late, when the cutaneous wound is 
completely cicatrized and when inflammations 
appear clinically to have disappeared. The 
usual means at disposal (forced active and 
passive movements, rubber bands, forced mas- 
sage, etc.) should reduce the remaining in- 
flammation. 

From the therapeutic point of view, two 
cases must be distinguished: (a) In simple 
pseudarthrosis and in certain pseudarthroses 
with loss of substance situated in segments of 
limb with only one bone, after freshening of the 
bone metallic osteosynthesis can be made. The 
best method appears to be fixation by a metallic 
plate with screws, the screws being placed as 
far as possible from the site of the pseudarthrosis. 
The combination of metallic prosthesis and 
osteoperiostic grafts have given very favorable 
results. (b) Pseudarthrosis with loss of bone 
substance very frequently necessitates bone or 
osteoperiostic grafts. 

A perfect asepsis and complete excision of the 
fibrous tissue which surrounds fragments and 
certain diseased parts of the bone are necessary 
to success. 
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CONSERVATIVE OPERATIONS IN WOUNDS 
OF THE FOOT 


It being very desirable to preserve the integrity 
of the plantar sole, all incisions and resections in 
its vicinity must be limited to what is strictly 
necessary. Reunion by first intention should be 
sought in every case. The same course should 
be followed with the structure of the dorsum 
because cicatricial retraction may be detrimental 
to the functioning of the front of the foot. It is 
even permissible to resect certain bones of the 
foot in order to allow primary and secondary 


union of the wound and the normal maintenance. 


of the plantar structures. 

Amputation of one or more toes causes little 
disturbance. The preservation of a single toe, 
especially the first or the fifth, is often an incon- 
venience. 

Metatarsal disarticulation, with preservation 
of the corresponding toes, generally gives un- 
favorable results. Resections of the first and 
fifth toes with their metatarsals generally result 
satisfactorily. Isolated preservation of the great 
toe with its metatarsal generally gives an un- 
favorable result. When the second, third, and 
fourth metatarsals are resected they give a taper- 
ing form to the foot, making walking and the 
erect position difficult. As a general rule the 
removal of three metatarsals notably upsets the 
balance of the foot. 

Transmetatarsal amputation with a good 
plantar strip gives a very favorable result whether 
it is done in the anterior part or in the posterior 
part of the metatarsal. With the Lisfranc disar- 
ticulation walking is easy if the rest of the foot 
is in good shape. The difficulties of execution 
demand its simplification by leaving the metatar- 
sal bases in the wound. 

Prescaphoid-cuboid amputations give the best 
functional result. In a word, all anterior tarsal 
operations give favorable results if there is no 
complication due to the cicatrix or to the state 
of the neighboring articulations. 

Chopart’s amputation, when it is done under 
good conditions and wel] supervised, may give a 
good result; but equinism and overturning of the 
stump often give rise to functional disturbances 
which make this operation inferior to the Lisfranc 
or Syme amputation. A partial astragalocal- 
caneous resection or a horizontal calcaneous 
resection corrects the tendency to equinism. 

Subastragalar amputation, Pirogoff’s amputa- 
tion, and especially that of Syme permit easy 
and rapid walking. 

Posterior tarsal operations on the other hand 
are often followed by functional trouble. Total 
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or subtotal astragalectomy gives the best results; 
but these are less favorable than those obtained 
in time of peace; neighboring infections, articular 
and tendinous stiffness, insufficiency of super- 
vision as regards the position of the foot after 
operation are the causes of this deficiency. 

Resection of the calcaneum, either total or in 
its greatest extent, if it is not followed by osseous 
regeneration, leaves disturbances, very fre- 
quently with tibiotarsal or mediotarsal ankylosis. 
Partial resections, posterior or inferior, give 
more favorable results, if the foot is kept main- 
tained at a right angle during the whole course of 
the treatment. 

Associated resection of the calcaneum and 
astragalus generally give bad results. 

Atypical operations. Resections of the anterior 
tarsus, scaphoid, and cuboid, are often accom- 
panied with equinism with valgus, varus, or 
sinking of the arch. An orthopedic shoe greatly 
improves the functioning. Removal of one or 
the other of these two bones seems to have about 
the same degree of gravity. 

The results of atypical operations involving 
several anterior tarsal bones depend upon the 
state of preservation of the arch of the foot, upon 
the value of the plantar supports, and the func- 
tioning of the articulations and tendons, rather 
than upon the locality of the operation itself. 

Vicious attitudes of the foot, when the articu- 
lations are free, may be corrected or improved 
by sections or transplantations of tendons. The 
latter are especially useful in cases where certain 
tendons have disappeared. 

Certain vicious attitudes with ankylosis will 
necessitate secondary skeletal operations (cunei- 
form resection or astragalectomy). 

In general, conservative metatarsal opera- 
tions are excellent; but on the posterior tarsus, 
resection of the calcaneum or combined resection 
of several bones often causes functional distur- 
bances more severe than those consecutive to 
disarticulation or to a Syme amputation. 

DePage mentions that in suppurations of the 
tarsal joints which persist in spite of astra- 
galectomy, forcing of the foot frontward or in- 
ward by extensive section of the tendons and 
ligaments and maintaining this position by means 
of a bandage favors disinfection of the area. The 
foot can be replaced in its normal position after 
eight to fifteen days. 


OSTEOSYNTHESIS IN FRACTURES 
Primary osteosynthesis must be distinguished 
from osteosynthesis in the infective period of the 
fracture. The possibility of applying either prim- 
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ary, early, or deferred suture to a large number 
of wounds complicated by fracture authorizes 
the practice of immediate osteosynthesis. 

The indications for immediate osteosynthesis 
are rare: (1) certain articular fractures in which 
osteosynthesis would appear to be the method 
of choice for the re-establishment of the anatom- 
ical and functional state; (2) diaphyseal fractures 
which cannot be reduced or maintained in correct 
reduction (particularly supracondylar fractures 
of the femur, fracture of the forearm, etc.); the 
presence of large disorientated fragments. The 
perfection of modern apparatus permits a satis- 
factory correction without osteosynthesis in the 
majority of cases. 

Primary osteosynthesis is a difficult operation 
which may give rise to great complications. It 
ought to be reserved for specialists, and at the 
present time its indications are rare. In the 
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British army it is not usual to resort to primary 
osteosynthesis for two reasons: (1) the good 
results which apparatus now is giving; and (2) 
the bad results which osteosynthesis has often 
given in the past. 


OSTEOSYNTHESIS IN THE PERIOD OF INFECTION 


In the period of infection, osteosynthesis is 
accepted by some and formally rejected by 
others. Those who accept it think that it dimin- 
ishes infection in the neighborhood of the frac- 
ture, that it is not accompanied by prolonged 
osteomyelitis, and rarely gives rise to secondary 
sequestra. On the whole its results are favorable. 

Its indications should be the impossibility of 
reducing certain diaphyseal] limb fractures or of 
maintaining them in correct reduction. 

Temporary osteosynthesis by plate and screws 
has more advocates. W. A. BRENNAN. 








ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Wakeley, C. P. G.: Skin Grafting in the Treatment 
of War Burns. Lancet, Lond., 1918, cxciv, 736. 


Contractions with deformity are very distressing 


late complications of burns and occur whenever’ 


the whole thickness of the skin is destroyed. The 
author has used ambrine for over a year for burns 
of all degrees and has seen no marked improvement 
in healing properties or final results. 

In extensive burns of the extremities Thiersch’s 
method should be employed. ‘The granulations 
must be clean and the area to be grafted must be 
entirely free from excessive granulations and as 
dry as possible. When the operation of skin grafting 
is completed, a wire cage is fitted over the grafted 
area and the patient is placed in sunshine as much 
as possible. Heliotherapy is especially valuable 
after skin grafting, for the rays of the sun stimulate 
the tissues and encourage absorption of pathologic 
exudates, especially scar tissue. 

In some cases, particularly burns involving the 
face or neck, Thiersch grafts are apt to become 
overwhelmed by surrounding granulations and here 
Reverdin’s method should be borne in mind, 
either as an alternative to incomplete success by 
Thiersch grafts or as a primary method of skin 
grafting. 

In cases where the palm of the hand has been 
badly burnt and contractions are about to occur, 
Wolfe’s method is the most suitable, the whole 
thickness of the skin being used as a graft, and se- 
cured to the raw area on the palm by interrupted 
sutures. 

For all fourth degree burns of the extensor 
surfaces of the hands and wrists, where much 
contracture has developed or will take place, the 
plastic method of a flap from the abdomen should 
be employed. 

The minimum amount of scar tissue is conducive 
to the best and most satisfactory results. To 
prevent scar tissue formation, it is the duty of the 
surgeon to consider skin grafting. V. C. Hunt. 


Handley, W. S., and Hanlon, P. J.: A Method for 
the Drainage of Deep Wounds of the Thigh. 
Lancet, Lond., 1918, cxciv, 735. 


Deep wounds of the thigh are more liable to be 
followed by gas gangrene and other grave forms of 
sepsis than are similar wounds of other portions of 
the limbs. Small deep wounds of this region are 
probably more dangerous than widely gaping ones. 

The special gravity of thigh wounds probably 


depends upon the enclosure of the soft parts in an 
inelastic sleeve of thick fascia lata. Inflammatory 
swelling confined beneath this fascia is apt to spread 
under high pressure widely and rapidly in the 
intermuscular planes. 

The largest and most important space and the 
one most easily opened up is the space between 
the vastus externus muscle and the crureus. This 
space runs the full length of the thigh and communi- 
cates with many of the other intermuscular spaces. 
Anatomic conditions favor the drainage of this 
space by an incision which does not divide any 
important structure or subsequently impair in 
any way the function of the thigh. The incision is 
made along at least two-thirds of the length of the 
thigh and divides the fascia lata immediately 
behind the septum. The tissues are opened up 
in the plane between the external intermuscular 
septum and the hamstring muscles until the linea 
aspera is reached. ‘The external intermuscular 
septum is now cut through along its line of attach- 
ment to the linea aspera and its prolongations above 
and below. Drainage tubes or Carrel’s tubes are 
now inserted. The incision abolishes the constrict- 
ing action exerted upon the deep tissues of the thigh 
by their tight sleeve of inextensile fascia. 

The author presents a case in which the above 
method was used with good success, and advises 
its further use. V. C. Hunt. 


ASEPTIC AND ANTISEPTIC SURGERY 


Wilson, W. J.: The Phagocytic Response to the 
Introduction of Bacteria into Clean Wounds. 
Brit. M. J., 1918, i, 533. 


The author has had an extensive experience with 
the bacterial flora of war wounds. He notes the 
small number of bacillus coli present when the 
wound tends to be clean. Even when wounds are on 
the buttock, where they are repeatedly contaminated 
with faeces, the bacillus coli are few in number com- 
pared with the large number of enterococci. 

He makes a few experiments on local immunity 
and finds that it is not so much the fluids of the 
wound that count for immunity against the bacillus 
coli as it is the phagocytosis. He observed a wound 
on the forearm just below the elbow-joint; smears 
showed no bacillus coli but many enterococci. 
Cultures of bacillus coli were made from the pa- 
tient’s faeces, and on the third day 1 ccm. of a very 
thick emulsion of the growth was introduced into 
the wound and the effects studied at five minutes, 
one hour, two hours, six, twenty-four, and forty- 
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eight hours respectively. The early smears showed 
few leucocytes and many bacilli. In one hour the 
leucocytes increased and many bacilli were in- 
gested. In six hours the majority of bacilli were 
intracellular. In twenty-four hours no bacilli were 
seen on smears but could be cultivated. In forty- 
eight hours cultures were negative. 

Using antiseptics such as brilliant green, 1:1,000, 
retards the phagocytosis for a while; it is, however, 
assumed later, after the dye is absorbed by the 
skin. He questions whether the rapid bactericidal 
effect of chemical substances on free bacteria com- 
pensates for their inhibitory action on the leucocytes, 

In another experiment he used dead cultures of 
bacillus coli and found that this greatly stimulates 
the production of leucocytes and phagocytes. For 
still other experiments he used streptococci and 
bacillus welchii vaccines with equally good results. 
He suggests autogenous vaccines used locally as a 
treatment for ulcers and sluggish wounds. 

J. L. Butscu. 


Wright, A. E., Fleming, A., and Colebrook, L.: 
The Conditions Under Which the Sterilization 
of Wounds by Physiological Agency Can Be 
Obtained. Lancet, Lond., 1918, cxciv, 831. 


After extensive experimental and bacteriological 
work, the authors have drawn the following con- 
clusions: 

1. It has been erroneously inculcated that every 
wound should be sterilized before closure; and that 
therefore primary suture should be avoided and 
secondary suture undertaken only after a course of 
antiseptics. There is now no question, with respect 
to primary suture, that the wound taken after 
early surgical cleansing and resection is as good as 
sterile, and with respect to secondary suture, under- 
taken with a wound in good condition and a purely 
saprophytic infection, that such an operative proce- 
dure, provided it leaves behind no infected dead 
spaces, directly contributes to sterilization. 

2. It has been taught that one should judge of 
the fitness of the wound for closure by necropyo- 
cultures and direct microscopic examination of the 
pus. It would be infinitely more reasonable to base 
one’s judgment upon the results of biopyocultures. 

3. It has been taught that suture cannot be 
successful in a wound containing a hemolytic 
streptococcus pyogenes. It has been seen that 
leucocytes can, given proper conditions, success- 
fully combat this, and of course all other streptococci; 
and that these conditions can be realized in con- 
nection with the suture of wounds. 

4. It has been taught that for the removal of 
sloughs from focal wounds chemical solvents are 
required. They have learned that sloughs can be 
removed by tryptic ferment set free from disinte- 
grated leucocytes, and that the liberation of this 
ferment can be greatly accelerated by breaking 
down the leucocytes in the discharges with hyper- 
tonic saline solution. 

5. Lastly, it has been taught in connection with 
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antiseptics that sterilization is obtainable only by 
continuous or very frequently repeated applications. 
They have learned that there is nothing to prevent 
any part of a wound surface which has been washed 
quite clear of albuminous matter being sterilized 
by a single application of antiseptics. E. C. Roos, 


Lemaitre, R.: Report of 2,537 Cases of Primary 
Suture of War Wounds (Apropos de 2,537 cas de 
sutures primitives pour plaies de guerre). Lyon 
chirurg., 1918, xv, 65. 

After trying various other methods, Lemaitre 
has been converted to the primary suture of war 
wounds whenever it is possible. In his present 
report he gives his experiences, technique, and results. 
Since July, rors, he has treated 2,283 wounded men 
at the front, some with multiple wounds; there were 
altogether a total of 4,227 wounds; 323 of these were 
not treated surgically; 2,537 were sutured primarily; 
209 were treated by delayed primary suture and 
307 by secondary suture; 851 wounds were not 
sutured for various reasons. 

The present report treats only of the 2,537 wounds 
primarily sutured. These were distributed as follows: 
wounds of the soft parts 2,030; wounds of the large 
joints, 87; wounds with complete diaphyseal frac- 
tures, 263; wounds of the hand and foot, 110; cranial 
wounds, 40; thoracic wounds, 7. 

The time covered by this report is divided into 
two periods: the first, July, 1915, to July, 1917, in 
which wounds of all kinds were treated and in which 
primary suture was only tried in a limited number of 
cases; the second period, July to December, 1917, 
in which soft part wounds were principally the kind 
treated, but in which primary suture was done un- 
less clearly contra-indicated. The results are shown 
in the following table: 


1st 2nd 
Period Period 

Total number of wounds treated...... 2,336 1,801 
Not treated surgically.............. 216 107 
TRS occ pice eens. c6ce.ae sae 1,046 1,491 
Delayed primary or secondary suture. . 306 210 
PIM Sh ay season sndewewannn 768 83 


The table shows that in the first period about 
45 per cent of the wounds received were primarily 
sutured, and that in the second period this was 
increased to 79 per cent. 

The method failed in only 0.84 per cent of the 
cases. There were but 4 deaths, 3 in cranial in- 
juries and 1 thoracic case. The author considers 
that these figures speak eloquently in favor of 
primary suture of war wounds. All the cases were 
received within twenty-four hours after injury and 
in the great majority within seven to fifteen hours. 

The author sketches the evolution which led to 
the adoption of primary suture, including a short 
trial of the Carrel method which owing perhaps to a 
faulty technique did not give him good results. He 
dwells in great detail on the steps prior to suture; 
the stripping and clearance of the wounded region; 
removal of contused tissue which must be neither 
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too sparing nor wasteful, careful hemostasis complete 
by iodine fixation of the tissues, and finally, if the 
laboratory and clinical findings are not contra- 
indicative, the suture. 

The surgical conditions must be such as to render 
absolute asepsis during operation. This applies to 
every detail of instrumentation, assistance, etc. 
The radioscopic, general, and local examinations 
must be detailed and complete. There are cases in 
which any muscle resection would be useless, and 
others invaded by gas gangrene where whole 
muscle masses must be removed. But there are 
signs which guide the amount of resection, viz., the 


normal color of the muscle mass; bleeding on the ' 


least cut; fibrillary contracture following excitation. 
The important point is that all dead tissue must be 
removed. Cutting a muscle across must be avoided 
if possible because in so doing nerves and vessels 
are cut which have dangerous consequences. Gener- 
ally the amount of tissue resection is a matter for the 
experience of the surgeon. 

After resection the tissues are thoroughly dried 
and treated with iodine tincture, 1:20; this prevents 
the formation of hematomata, and also destroys 
any surface microbes. There often results after this 
a slight serous exudate for which a small filiform 
drain of silkworm gut is left for three or four days. 

According to the circumstances the surgeon may 
adopt either: (1) immediate primary suture; or (2) 
delayed primary suture in which after a few days 
the edges are brought together without any resec- 
tion or edge freshening; or (3) secondary suture in 
which the wound is closed after resection of the 
cicatricial tissue. Whenever possible the author 
adopts immediate suture. Where this is not possi- 
ble, the wound is subjected to clinical and bacterio- 
logic control and the period of delayed primary 
suture depends on this. Wounds which cannot be 
primarily sutured have a simple dry dressing applied 
which is renewed every five or six days. Such 
wounds are found to suppurate very little or not at 
all. Disinfection of the wound is left to itself. The 
author’s experience convinces him that wounds so 
treated arrive more quickly at the early secondary 
suture stage than if treated by the Carrel-Dakin 
method. 

Contra-indications to immediate suture are 
spreading infection, gas gangrene, a bad general 
state, shock, shattered limbs, and an associated 
lesion of an important vessel. Slight fever does not 
prevent healing by first intention. ie ; 

Nearly all the author’s patients have joined their 
regiments after a period of hospitalization varying 
from fifteen days to two months. 

In conclusion, the author says that there is no 
necessity to defend immediate primary suture; 
the results speak for it. Opponents of the method 
have charged that it requires a considerable amount 
of resection or at least greater than that necessitated 
in continuous irrigation by disinfectants. This is 
not the author’s view. The amount in each case is 
the same. To do more than is necessary in either 
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case is to do too much. The method of immediate 
suture on account of its rationality, its facility, and 
accordance with the principles of sound surgery 
have made it now classical in the treatment of war 
wounds and to oppose it is to be unjustly pre- 
judiced. W. A. BRENNAN. 


Chalier, A.: Late Suture of War Wounds (Les 
suture tardives des plaies de guerre). Bull. et mém. 
Soc. de chir. de Par., 1918, xliv, 657. 


By late suture Chalier means wounds primarily 
operated upon and immediately sutured after a 
lapse of thirty-five or forty hours or even of several 
days after the occurrence of the lesion. It is quite 
distinct from delayed primary suture in which the 
primary operation is done soon after injury, the 
wound left open and sutured when the aseptic 
condition is manifest. This latter is the ideal 
condition when the surgeon has a bacteriological 
laboratory at his disposal, yet a good deal of war 
surgery has to be done without this aid. The 
clinical aspect of the wound and its surrounding 
tissues, the temperature, general state, etc., will 
often tell whether a wound is strongly infected 
or not; and if the infection is not marked, such 
wounds can often be sutured provided they can 
be well supervised, as was the case in those reported 
by Chalier. In his 32 late sutured wounds, in 
three cases it was necessary to reopen them. In 
all the others the results were just as good as in 
cases of early primary suture. These were not slight 
wounds. In 5 there were bone lesions, and 17 
had included projectiles. 

The point is generally neglected that between 
early primary suture and secondary suture of old 
wounds, surgically, chemically, or spontaneously 
disinfected, there is a time for late primary suture 
applicable in cases where the wound is only slightly 
septic. 

In the discussion Potherat, Delbet, Tuffier, and 
Faure added their testimony to that of Chalier, 
citing many cases in their ambulance service 
where late primary suture was carried out with 
success. It cannot be concluded that suture can 
always be effected, or that one can temporize in 
evacuation of the wounded. But it can be said that 
the time limit for primary suture already laid down 
can be extended and that in certain conditions 
of benign wounds, especially bullet wounds, immedi- 
ate, delayed or retarded primary suture may be 
attempted. W. A. BRENNAN. 


ANZSTHETICS 


Chaput and Schekter: Extensive Gangrene of the 
Skin Following Regional Anzsthesia with Weak 
Novocaine-Adrenalin Solution (Vaste gangréne 
cutanée, consécutive 4 une anesthésie régionale 
a la novocaine-adrénaline en solution faible). Bull. 
et mém. Soc. de chir. de Par., 1918, xliv, 808. 


The patient was a woman sixty-seven years old, 
with an old crural hernia. Regional anesthesia was 
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effected with a 1:400 novocaine solution, to which 
20 drops of 1:1,000 adrenalin were added for every 
100 ccm. of novocaine. A week later there was a 
rise in temperature and a cutaneous area of about 
five finger-widths was infected. This suppurated 
abundantly and showed sloughs. 

The area was excised and dressed and an auto- 
plastic repair operation done a little later. Two 
and one-half months later the patient was quite 
recovered. 

The author states that adrenalin is known to cause 
ischemia and gangrene, and although rare, some 
authors have reported cases of gangrene consecutive 
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HEAD 


Ombredanne, L.: Facial Autoplastics (Autoplasies 
faciales). Bull. et mém. Soc de chir. de Par., 1918, 
xliv, 592. 


Ombredanne’s experience with facial plastic 
surgery has confirmed the broad lines for technique 
laid down more than fifteen years ago by Nélaton. 
For secondary plastic operations a general anzs- 
thetic is necessary. If the lesion occupies the upper 
part of the face, ether is used; if the lower portion is 
involved, chloroform inhalation is employed ac- 
cording to American methods. Before the operation 
the cutaneous incisions limiting the strips to be used 
are traced out in color on the face, and paper patterns 
of the strips as proposed are cut and tried on the 
face to see that they fit properly. For reinforced 
strips and to obtain rigidity the author uses costal 
cartilage. 

Ombredanne confirms Nélaton’s teaching that 
the Italian method gives the best results in nasal 
plastics; but he has made some modifications in 
earlier methods. For instance, in filling a gap about 
the mouth or cheek he uses a thick strip cut near its 
site which is doubled over, the bleeding surface 
being turned outside. This is covered with a skin 
strip according to the Italian method cut from the 
arm or some other facial region. He gives a number 
of examples showing the use of the covered-over 
doubled strip. 

Ombredanne describes a number of models 
specially constructed to facilitate correct cicatriza- 
tion of facial autoplastics. Such models are mostly 
made of tin; this substance is better tolerated than 
silver or vulcanite. W. A. BRENNAN. 


Todd, T. W.: Injuries to the Malar Bone and 
Zygoma. Ann. Surg., Phila., 1918, Ixvii, 403. 


Damage to the cheek results in local extravasa- 
tion and in swelling which obscure the actual con- 
dition of the bones. The author finds in a careful 
examination of the skulls of Europeans and Ameri- 
can negroes that 38 out of a combined total of 467 
individuals had suffered pathological deformation 
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to subcutaneous injections of adrenalin. A de- 
pleted general state and arteriosclerosis are among 
the favorable factors for the development of gan- 
grene. The authors will discontinue the addition of 
adrenalin in solutions for local anesthesia. 

In the discussion Legueu said that he had been 
accustomed in his prostatic operations to use local 
anesthesia, including 20 drops of adrenalin. With 
this mixture he had observed much gangrene of the 
cellular tissue of the hypogastric region; but since 
he has reduced the proportion of adrenalin to 5 
drops per too grams of Solution, he has had a dis- 
appearance of the gangrene. W. A. BRENNAN. 


HEAD AND NECK 


resulting from blows upon the cheek. No light is 
thrown by the examination upon the age at which 
the injury occurred, as all the lesions were healed. 

The injuries to the zygomatic arch are much more 
common than injuries to the malar itself. Of this 
type two degrees may be described,—depression and 
fracture-dislocation. Contrary to the usual impres- 
sion, fracture or fracture-dislocation of the malar 
bone occurs alone or with extension only to the 
maxilla more frequently than as a part of a wide- 
spread lesion. The force of moderate blows is 
effectively absorbed by the resilience of the facia] 
skeleton. “Spent” blows are not represented in 
the malar series and the author has no specimen 
showing only slight damage in the malar type of 
fracture. 

The failure to appreciate these injuries is due to 
the fact that the majority never come under clinical 
observation. Interference with the action of the 
masticatory muscles is usually temporary and 
affection of the infra-orbital nerve results in no 
pronounced symptoms. Involvement of the tempo- 
romandibular joint, permanent blindness, and other 
grave conditions result from much more severe 
injuries than those necessary to produce the frac- 
tures of the zygoma or malar bones. GaTEewoop. 


Behan, R. J.: Loose Cartilage in the Temporomax- 
illary Joint. Ann. Surg., Phila., 1918, Ixvii, 536. 


The author reports a case in which he made the 
above diagnosis. The patient’s chief complaint was 
inability to close the mouth so that the teeth would 
come together, causing great difficulty in masticating 
food. The condition followed a difficult effort at 
mastication eight months previously. The jaw 
became locked, but the patient was at first able to 
release it; finally the locking became permanent. 

The author was convinced that the locking was 
due to a separation of the left interarticular cartilage 
with a forcing back of the cartilage into the temporo- 
maxillary articulating cavity. He devised the fol- 
lowing operation, after a search of the literature 
failed to disclose an operation for the correction of 
such a deformity: 
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1. An incision along the auricle and down to the 
pinna is made. 

2. The skin and subjacent tissues are dissected 
back toward the face. Care must be taken not to 
injure the superficial branches of the temporal, 
which in many cases are given off immediately above 
the zygomatic process. 

3. If the branches of the temporal artery are 
given off at a higher level than the molar, a trans- 
verse incision is made along the zygomatic process 
beginning about 1 cm. anterior to the auricle. 

4. The anterior margin of the parotid is then 
defined and a perpendicular incision is carried down 


for a little over 1 cm. along its anterior edge, care. 


being taken to avoid Stenson’s duct. The parotid 
is dissected downward. The posterior margin of 
the masseter is exposed and drawn forward. If the 
second incision has been a perpendicular one, the 
third incision is transverse, slightly above the line of 
articulation. 

5. ‘The patient’s mouth is now opened and the 
condyloid process is thrown forward. 

6. The capsular ligament is incised transversely 
close to the margin of the articular cavity, and the 
cavity of the joint is opened. 

7. Blunt pointed forceps are now introduced 
into the joint cavity to determine if it is entirely 
free. 

8. If the cartilage has been torn free at its ante- 
rior end, it is found back in the joint cavity. The 
anterior edge of the cartilage is caught and drawn 
forward and is sutured to the periosteal margin of 
the articular cavity. 

9. If the posterior ligament is torn, it is sutured to 
its respective margin by silk sutures, care being 
taken that the silk does not enter the joint cavity. 
An incision directly on the surface of the condyle 
opens the cavity between the cartilage and the 
articulating surface of the inferior maxilla. 

ro. After the interarticular cartilage has been 
sutured in place, the capsule is closed by a catgut 
suture, as are also the fascial incisions. ‘The skin is 
closed by either catgut or horsehair. 

The author shows several cuts and drawings 
illustrating the various steps of his operation. 

E. C. Roos. 


D’Este, S.: Contribution to the Cranial and 
Cerebrocranial Surgery of War (Contributo alla 
chirurgia cranica e cranio-cerebrale di guerra). 
Clin. chir., Milano, 1917, xxv, 225. 

The author gives the results of his experience 
with 87 cases treated by him in the period from 
July, 1915, to November, 1916. From the clinical 
standpoint the author insists that all cranial 
wounds call for careful examination, especially 
those apparently slight cases in which symptoma- 
tology is either significant or almost absent. There 
is obviously no discussion in regard to serious 
cases. Clinically, on account of surroundings, 
expediency, and other exigencies, the surgeon 
cannot and should not await the appearance of 
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positive symptoms which may be tardy or may 
not appear at all. Meantime there may be a silent 
aggravation of existing injuries or septic processes 
may have time to become fully developed. 

Consequently the first action called for as a 
routine measure is the surgical exploration of the 
injured cranial zone, as experience has demonstrated 
that in such cases a direct examination of the 
exposed cranium is better than any other method, 
even radiologic examination, to gather the necessary 
diagnostic data for the surgeon to decide upon 
the operative procedure required. Further, in 
addition to its diagnostic value, this exploration 
creates the best conditions for subsequent treatment 
of the wounds of the soft epicranial parts. 

In view of the double advantage referred to, 
the author gives reasons for preferring the semi- 
circular incision in the scalp. With regard to 
intervention, the author criticizes as pernicious and 
erroneous the tendency of some surgeons who 
have translated the need for immediate treatment 
of cranial lesions into a universal indication for 
craniotomy. When trepanation is unquestionably 
indicated, the operation should be adequate. 
By this is meant that while the cranial breach 
should be the smallest that is necessary, the opera- 
tion must be such as to afford the surgeon a clear 
and complete view of the endocranial lesions. 

The chief aim in cranial operations should be: 
the most scrupulous cleansing of the interior 
traumatized area from the cuticle to the brain; 
evacuation of hamatomata and _ establishment 
of hemostasis; removal of bone splinters which 
have sunk in, whether embedded in the meninges 
or not; treatment of abscesses, etc. With regard 
to projectiles, the author is of the opinion that 
their extraction should be a routine measure 
except in special cases, as for instance, where a 
projectile is inaccessible owing to its deep situation 
or to a special position from which its removal 
might endanger the patient’s life. 

In order to reduce the complications of trepana- 
tion to a minimum, the author advises that splinters, 
especially, if large, which have sunk in but are 
still adherent to the theca should be left; but 
that those which have sunk in but are detached 
should be used as plastic material, being immedi- 
ately fixed in position and secured with wire, 
silk, or catgut sutures to the epicranium. 

The author has himself always followed this 
procedure with excellent results. In the 87 cases, 
surgical exploration of the cranium was negative 
in 14 cases. In 72 cases cranial resection was 
done. There were 6 deaths, 2 being due to late 
complications. The other 4 deaths were due to 
the nature and extent of the lesions, which operation 
could not remedy. W. A. BRENNAN 


Harrigan, A. H.: Sarcoma of the Corpus Callosum. 
N.Y. M. J., 1918, cvii, 1217. 


In this case of sarcoma of the corpys callosum 
the diagnosis, which was proved at autopsy to be 
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correct, was made on the following findings: a 
history of injuries to the head; convulsions; severe 
intermittent headaches with vomiting; weakness of 
the right leg and staggering to the right when walk- 
ing; failing memory; hallucinations of taste; de- 
lusions (thought poison was in the food); slow pulse; 
Cheyne-Stokes_ respiration; urinary retention; 
twitchings and later paralysis of the right hand; 
positive Barany test on the right; and choked disc. 

At operation a large osteoplastic flap was turned 
down, after much difficulty in cutting the thickened 
bone. The brain did not pulsate. After the vessels 
had been tied with silk, a dural flap was fashioned 
with base opposite to the bone flap. Exploration of 
the surface of the brain with the ball of the finger 
was negative. The brain was punctured in four 
places with a hollow needle without result. 

Death occurred sixteen hours later and the 
autopsy findings revealed a mixed-cell sarcoma in 
the white matter of the left hemisphere beneath the 
cortex of the rolandic area down into the corpus 
callosum and backward into the occipital lobe. The 
author concludes that in a similar case a primary 
decompression would probably best meet the indica- 
tions, leaving more radical measures for subsequent 
occasion. P. W. SwEET. 


Cortesi, A., and Bonola, F.: Displacements of 
Foreign Bodies in the Cerebrospinal Axis 
(Sugli spostamenti dei corpi estranei nell’asse 
cerebrospinale). Riforma med., Napoli, 1918, xxxiv, 
365. 

The authors refer to foreign bodies, bullets, parti- 
cles of shell, etc., reaching inaccessible portions of the 
cranium or spinal column. Such foreign bodies if 
lodged in soft tissues can become displaced and 
spontaneously reach a point from whence they may 
be extracted. The point to which the authors pay 
particular attention is that such spontaneous dis- 
placements are always along a path in which the 
nerve tissue of the brain or cord has been softened 
and modified by inflammatory processes. The path 
of this inflammatory process is usually the trajec- 
tory of the projectile and the action of gravity on 
the latter favors its displacement along this altered 
path if the position of the patient so permits. 

Such spontaneous displacements have been ob- 
served by the authors and they have been able to 
reach and extract foreign bodies previously un- 
attainable in the brain and spinal column. But a 
displacement of such foreign bodies may also be 
effected after a craniotomy or laminectomy. In 
order to render accessible slight projectiles in deep 
cranial wounds such wounds should be lightly 
packed with sterile gauze. The brain does not 
tolerate ordinary drainage tubes. After taking the 
necessary radiographs for the exact localization of 
the foreign body, the patient ought to be put in 
decubitus until the time of definite operation for the 
foreign body, and always on the side that favors 
displacement by gravity of the foreign body toward 
the point which it is to reach. W. A. BRENNAN. 
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Sharpe, W.: Diagnosis and Treatment of Brain 
Injuries with or Without Fracture of the Skull. 
Am. J. Surg., 1918, xxxii, 109. 

Sharpe states that after a patient has developed 
profound unconsciousness, definite paralysis, low- 
ered pulse-rate and Cheyne-Stokes respiration and 
pulse, the recovery of the patient is very doubtful 
whether operation is done or not, the mortality 
being 50 per cent or higher. However, this stage of 
extreme medullary compression should be antici- 
pated, if possible, by determining as early as possible 
whether or not there is present an increase of the 
intracranial pressure. The two most important 
methods for determining this increase of intracranial 
pressure being the ophthalmoscopic examination 
of the fundi of the eye and the measurement of the 
pressure cerebrospinal fluid at lumbar puncture by 
means of the spinal mercurial manometer. 

Of the 239 adult patients having brain injuries 
treated in three years, only about 34 per cent or 
practically oné-third the total number showed an 
increased intracranial pressure; that is, two-thirds 
of the patients required no operation, as the intra- 
cranial pressure was not markedly increased and 
the expectant palliative treatment sufficed. 

If an operation is advised, then not only is it 
necessary to determine the type of cranial operation 
to be performed, but also the ideal time for the 
operation. 

These factors have made it possible to lower the 
mortality of fracture of the skull from 50 per cent, 
the average in most hospitals, to 30 per cent at the 
Polyclinic Hospital. 

The presence or absence of an increased intra- 
cranial pressure is ascertained most accurately by 
the measurement of the cerebral spinal fluid at 
lumbar puncture by means of the special mercurial 
manometer. This is similar to a blood-pressure 
apparatus and by it the varying degrees of intra- 
cranial pressure can be carefully recorded. By this 
method it is not necessary for the patient to reach 
the stage of papilloedema and choked discs, the pulse 
rate to descend to 60 and below, and the respiration 
and pulse to' assume the irregular Cheyne-Stokes 
character of medullary compression before the 
presence of increased intracranial pressure can be 
accurately ascertained. 

The most important question in the treatment of 
brain injuries with or without a fracture of the skull 
is, “If an operation is advised, when should it be 
performed?” The answer to this may be more 
clearly understood by first stating the two times 
when the operation should not be performed. There 
is, first, the condition of severe shock with a pulse- 
rate of over 120, and secondly, the condition of 
medullary oedema and collapse, the death knell of 
the patient. If these two extremes can be avoided, 
then all operations should depend upon the presence 
or not of a definite increase of the intracranial 
pressure whether there is a fracture of the skull or 
not. 

If a high intracranial pressure is indicated by the 
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ophthalmoscopic examination, and by the measure- 
ment of the pressure of the cerebral spinal fluid at 
lumbar puncture, then a cranial operation is advis- 
able to relieve this intracranial pressure, both by 
enlarging the intracranial capacity and by the 
drainage of possible haemorrhage and cerebral spinal 
fluid. The operation of choice to relieve the in- 
creased intracranial pressure is the subtemporal 
decompression and drainage. 

If by this first operation the drainage of blood and 
cerebral spinal fluid is slight and still the intracranial 
pressure remains high, then it may be necessary to 
perform a similar operation upon the opposite side 
of the head. The operating convalescence of these 
patients usually requires two weeks. However, 
they should not be allowed to enter into their 
former active life for a period of three months or 
longer. 

The treatment of brain injuries should not be 
limited merely to the recovery of the patient as far 
as life is concerned, but it should also be directed 
toward obtaining a normal individual, approxi- 
mating as closely as possible the condition of the 
patient before the injury. K. S. GARDNER. 


Espejo, G. E.: Traumatic Cerebral didema Causing 
Late Signs of Focal Cortical Irritation; Re- 
port of a Case. J. Am. M. Ass., 1918, Ixx, 1278. 


The patient in the case reported developed 
signs of focal irritation of the cerebrum six days 
after injury. These included spasmodic contractions 
of the left half of the face and neck, a complete 
flaccid paralysis of the left arm and leg, fixed 
wide-open eyes, dilated pupils, and complete 
unconsciousness. X-ray examination had revealed 
linear fractures of the right parietal and frontal 
bones, also a fracture through the petrous portion 
of the temporal bone. 

An exploratory decompression (subtemporal) 
was made. No depressed fracture was found, 
no evidence of haemorrhage, and there was no 
general increase in the intracranial pressure, but 
rather a focalized cortical oedema, possibly due 
to the cortical contusion. ‘The cortex was oedema- 
tous and grayish, and the cortical vessels were 
dilated and tortuous. The patient was discharged 
well twelve days after operation. 

The author states that this case illustrates that 
the late signs of paralysis and convulsions coming 
on after traumatism to the head could have been 
produced by the same causes, irrespective of the 
presence of a fracture, and that therefore late 
signs of focal irritation should be watched for. 
All these injuries, he states, are serious, as con- 
siderable damage to the brain substance or its 
membranes may be produced, and many patients 
who recover from the immediate effects of the injury 
may later develop headaches, epilepsy, or demen- 
tias. 

In view of the signs and symptoms that were 
present in this patient, and their subsequent 
development requiring an immediate operation, 
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it makes it imperative that patients in whom, 
from the history or from signs present on exami- 
nation, a brain injury is suspected to have occurred, 
should have a lumbar puncture performed and 
repeated ophthalmoscopic examinations made. 
Should there be no marked increase in the intra- 
cranial pressure nor localized signs of cortical 
impairment, then the expectant palliative treatment 
should be instituted, and if in shock, naturally no 
operation should be performed until the patient 
has reacted from it. 

The prognosis in this class of patients is regarded 
as most uncertain, and they must always be care- 


_fully watched and examined for fear of immediate 


and future complications. If these patients are 
watched carefully .and operated upon promptly 
when symptoms justify operative intervention, 
the prognosis is excellent. E. C. Roos. 


Chiasserini, A.: Experimental Hypophyseal Le- 
sions (Lesioni sperimentali dell’ ipofisi).  Poli- 
clin., Roma, 1918, xxv, sez. chir., 97. 


The author by bilateral temporoparietal craniec- 
tomy exposed the hypophysis in dogs and injected 
in it or its immediate vicinity pathogenic substances. 
He found that by inoculating sporotrichia and 
tubercle bacilli in the sella turcica or in the hy- 
pophysis he obtained variable modifications in the 
special structures or the glandular parts of the 
hypophysis. On the one hand there were regressive 
inflammatory modifications which progressed by 
degrees until a complete substitution of the hypo- 
physis by inflammatory tissues resulted; on the other 
hand there were hyperplastic changes mostly in- 
volving the pars intermedia but in one case very 
evident in the pars anterior. The first were observed 
when the inoculation was made either directly in 
the hypophysis or in the sella turcica, the hypoph- 
ysis being previously mechanically injured; the 
second type was seen by inoculating the sella 
without a previous lesion of the hypophysis. ‘To 
anatomic lesions limited to reduction or total re- 
placement of the glandular parenchyma there 
corresponds a syndrome of cachexia, or hypophyseal 
asthenia. This syndrome may also be observed, 
even if a notable part of the glandular lobe is pre- 
served, when the flow of the glandular secretion into 
the circulation is prevented or rendered very 
difficult by detachment of the pedicle, by the pres- 
ence of hemorrhagic foci, or by stasis. 

To hyperplastic changes in the pars intermedia 
corresponds a syndrome of polyuria which is some- 
times very notable. Thickening of the skin and 
osseous changes resembling the picture of acro- 
megaly correspond to changes in the pars anterior. 

The syndrome of hypophyseal cachexia or asthenia 
begins after some days and progresses rapidly. 
When the hypophyseal deficit is acute, death occurs 
rather suddenly after from two to six days. 

Increase of the volume of the hypophysis to two 
or three times its normal size or its substitution by 
inflammatory swellings does not seem to cause 
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special symptoms. In some cases local symptoms 
were observed, such as disturbance of vision. 
Usually perihypophyseal infiltration is superficial; 
when it is deep, lesions are observed in the walls 
of the third ventricle, but these do not cause imme- 
diate death. 

The conclusions drawn by the author are: 

1. Detachment of the hypophyseal pedicle and 
massive hemorrhages which dissociate the glandular 
parenchyma are fatal usually after a short period. 

2. Inoculation of sporotrichia or of the Koch 
bacillus in the sella turcica without any previous 
lesion of the hypophysis frequently causes progres- 
sive changes in the pars intermedia and sometimes 
in the pars anterior. To such correspond marked 
polyuria and some symptoms interpreted as acro- 
megalic. 

3. The same inoculation, when there is a previous 
lesion of the hypophysis or direct hypophyseal 
inoculation, usually causes inflammatory and de- 
generative lesions, which by degrees cause complete 
destruction of the gland, and to which a syndrome 
of hypophyseal asthenia or cachexia corresponds. 

4. Sellar tumefactions of medium grade do not 
appear to be capable of causing any special symp- 


toms. W. A. BRENNAN. 
NECK 
Pfender, C. A.: Tuberculous Lymphatic Glands of 
the Neck Treated by Roentgenotherapy. 


Med. & Surg., 1918, ii, 400. 


The author gives a brief description of the 
technique employed. He cites the results obtained 
and opinions held by numerous authorities, as dis- 
closed by the literature. Condensed histories of ten 
selected cases of his own are included. He reaches 
the following conclusions: 

t. Roentgenotherapy offers the best results of 
all the remedial measures now known for the treat- 
ment of acute, subacute, and chronic forms of tuber- 
culous cervical glands, both hyperplastic and sup- 
purative. 

2. Simple hyperplastic tuberculous glands of the 
neck should not be treated surgically until roent- 
genization has been tried. Only when the latter 
fails is an operation to be considered. 

3. Suppurative tuberculous cervical adenitis is 
best treated by simple incision or evacuation by 
aspiration preceded and followed by roentgenization. 

4. Suppurative glands with discharging sinuses 
give the highest percentage of cures when treated by 
surgical drainage combined with roentgenotherapy. 
Repeatedly operated sinuses with failure to cure yield 
promptly to roentgenization. 

5. The conservative treatment of tuberculous 
cervical glands comprises medicinal, dietetic, helio- 
therapeutic, and roentgenotherapeutic measures and 
is followed by ideal results. Surgical measures are 
merely auxiliary aids in selected cases. 

6. Extensive dissection with excision of tuber- 
culous cervical glands is now rarely, if ever, justified. 
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7. Contra-indications to roentgenotherapy do not 
exist. Local and general improvement of the pa- 
tient follows proper roentgenization in all varieties 
of tuberculous glands of the neck. 

ApoteH HARTUNG. 


Pember, J. F., and Nuzum, T. W.: Differential 
Diagnosis of Forms of Goiter. Wisconsin M. J., 
1918, xvi, 392. 

Pember and Nuzum, after discussing in detail 
the pathology and differential diagnosis of the 
various types of goiter, conclude as follows: There 
is a growing tendency to Uisregard the old classifica- 
tions of goiter and to consider the subject of goiter 
as a co-related whole. The pathology found in these 
enlarged glands appears in many cases to be secon- 
dary to infection or to some profound disturbance 
of the nervous system which calls for increased 
thyroid output; this in turn produces changes in the 
sympathetic nervous system, adrenals, and other 
organs of the body. The combined effect makes up 
the picture of exophthalmic goiter, with varying 
degrees of hyperthyroidism. 

The differential diagnosis is not difficult if careful 
study is made of each case. The greatest difficulty 
arises in the border-line cases of thyrotoxic goiter 
which are often confused with enlargement of the 
thyroid due to infections or to such diseases as 
incipient tuberculosis or neurasthenia. 

ALBERT EHRENFRIED. 


Smith, E. V.: Surgical Versus Medical Treatment 
of Goiter. Wisconsin M. J., 1918, xvi, 388. 


Smith classifies goiters in three groups, i. e., 
exophthalmic, toxic adenomatous, and colloid. In 
exophthalmic goiter, the treatment should be 
primarily medical. Every means should be employed 
before resorting to surgical treatment. Among these 
are absolute rest, an ice bag over the heart, and a 
diet which is as nearly protein-free as possible, with 
an abundance of carbohydrates. Everything pos- 
sible should be done to inhibit the over-active meta- 
bolism occurring in these patients. Hyperthyroidism 
in many cases is self-limited. Cases may exist for a 
number of years and gradually improve. 

Ligation of the superior thyroid arteries is valu- 
able in extreme cases as a means of preparing the 
patient for the more radical operation of resection. 
Patients at the height of an attack of hyperthy- 
roidism should be treated by non-operative measures 
until the severity of the intoxication has begun to 
subside. Of all types of surgical cases, Crile’s 
anoci-association principles are the most valuable 
in exophthalmic goiter. From a review of all the 
data obtainable on operative cure, recovery can be 
expected in about half the cases, and one-half the 
remaining number will be benefited. 

In the toxic adenomatous group there may be two 
types of symptoms, those due to chronic poisoning, 
and those due to pressure. When the latter symp- 
tom is present the patient should be given relief by 
removal of the pressure. In cases where the results 
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of chronic intoxication exist, one has many factors 
to consider before advising the removal of the gland. 
Often it is advisable to reduce the blood-pressure 
and rest the heart for a period of three weeks or more 
before attempting an operative procedure. In no 
type of case does pre-operative treatment produce 
such gratifying results as in toxic adenomatous 
goiter. , 
With colloid goiters, medical measures often 
produce wonderful results. The simple colloid 
goiter which frequently develops at puberty in 
many instances responds rapidly to external or 


SURGERY OF 


CHEST WALL AND BREAST 


Smith, A. H. D.: Intermittent Hamatemesis Fol- 
lowing on an Injury to the Chest. Brii. M. J., 
1918, 1, 533- 

The patient, a soldier aged thirty-nine, had always 
enjoyed good health, and gave no specific history. 
For many years he was a heavy spirit drinker; 
however, he had totally abstained during the past 
three years. Several days before presenting himself, 
while walking up a slope against a very strong wind, 
he found difficulty in breathing and blood suddenly 
rushed to his mouth. The same thing happened a 
few days later while walking up a hill; this time the 
blood was clotted. He was short of breath for some 
time after the attack, but was able to walk four 
miles home and carry on his work. 

Two years earlier he was kicked in the precordial 
region by a horse. No ribs were broken. He was 
strapped for eight weeks following and attended the 
hospital as an outpatient during this time. There 
was no vomiting or spitting of blood; the only symp- 
tom was pain. 5 

Physical examination was negative except for a 
tender liver and a less tender spleen. The condition 
is probably secondary, and is one of varicosities of 
the veins at the lower end of the cesophagus. These 
veins may have been injured by the trauma to the 
chest, and so an extra strain has been thrown on 
veins already weakened by cirrhosis of the liver and 
spleen. J. L. Butscu. 


Chapin, H. D.: A Comparison Between Clinical and 
Roentgen Findings in Diseases of the Chest. 
J. Am. M. Ass., 1918, xx, 1357. 


The object of this study was to find out how much 
could be learned from roentgenograms and how the 
latter can fortify or throw doubt on the diagnosis 
made from physical examination. Fifteen cardiac 
and 97 pulmonary cases were studied. 

In the heart cases 7 showed practical agreement, 
one partly agreed, and 7 failed to correspond in the 
conclusions reached by these two methods of ex- 
amination. 

In the lung cases 77 out of the 97 showed a sub- 
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internal medication with some form of the iodides. 
Many disappear before the adult age if nothing is 
done. The true colloid goiter seldom causes pressure 
symptoms unless complicated with adenomata. 
But it may cause so much disfigurement that for 
cosmetic reasons alone an operation is advisable. 
There can be no doubt that the thyroid gland 
plays an important réle in both the mental and 
physical development of the individual during 
adolescence. ‘There should be less surgery and 
more non-operative treatment used in the care of 
these patients. ALBERT EHRENFRIED. 


THE CHEST 


stantial agreement. There was disagreement in 20 
of the cases. Of the latter, 5 gave roentgenographic 
evidence of lobar pneumonia that was not detected 
by physical signs. Two gave physical signs of lobar 
pneumonia that were not confirmed by the roentgen 
ray. ‘Three showed physical signs of broncho- 
pneumonia not exhibited by the roentgen ray. Two 
failed to show the presence of fluid in the pleural 
cavity by physical signs when it was exhibited by the 
roentgen ray. 

As a rule, the roentgen ray gave a showing in the 
absence of physical signs in congestions, small 
consolidations, hilum infiltrations, interlobar pleu- 
risy, miliary tuberculosis, and mediastinal tumors. 
The roentgen ray may be very helpful in these con- 
ditions when the physical signs are insufficient for a 
diagnosis. 

Auscultatory physical signs are of course not so 
apt to be accompanied by roentgen ray shadows as 
are the percussion signs. J. L. Burscu. 


Saviozzi, V.: Penetrating Thorax Wounds (Sulle 
ferite penetrante del torace). Policlin., Roma, 1918, 
XXV, Sez. prat., 441. 

The author treated 137 thoracic wounds, con- 
sisting of a first series of 28 in 1915, and a second 
series of 109 more recently. There were 41 deaths. 
Hemothorax was observed in 60 per cent of the 
first series and in 66.88 per cent of the second 
series. Hzmoptysis was associated with hzmo- 
thorax in 25.64 per cent and was the most frequent 
cause of death. 

It has been asserted by some that in hemo- 
thorax due to lesions of the vessels of the thoracic 
wall, the internal mammary or one of its branches 
is involved; while the intercostal artery is habitually 
protected by the lower costal margin. Saviozzi has 
been able to disprove this by the results of 27 
autopsies. He has never found a hemothorax due 
to the lesion of the internal mammary, but there were 
very many due to injury of an intercostal artery. 
The autopsies showed 15 cases of hemothorax of 
parietal origin and 8 of pulmonary origin. Five 
cases of bilateral haemothorax were noted. 
Regarding coagulability of the blood of haemo- 
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thorax, the author’s autopsies have shown that blood 
in the pleura was never found coagulated when the 
hemothorax was due to a lesion of a vessel of the 
thoracic wall; on the contrary, it was constantly 
found coagulated when the haemothorax was con- 
secutive to a pulmonary lesion. 

Hemoptysis was observed 31 times in 106 
cases. In 24 it was associated with hemothorax. 
Subcutaneous emphysema was observed altogether 
19 times. It was localized in 18 cases and general 
in 1. This symptom indicates not only penetration 
but involvement of the pulmonary tissue. Local 
emphysema generally disappears after a few days. 
In the author’s cases this symptom when present 
was always accompanied by penetration. It may 
be affirmed that emphysema can be produced by 
a simple lesion of the pleural parietes if there is 
pneumothorax. 

Empyema was observed in 9 cases and was 
treated by thoracotomy. There were 7 recoveries 
and 2 deaths. Pericardial injuries with resulting 
fibrinous pericarditis was observed 3 times. In 
treatment the author recommends absolute rest 
with morphine, etc. Thoracentesis is dangerous 
during the first week because it may provoke a 
fresh hemorrhage. When it is indicated, not more 
than 500 ccm. of blood should be withdrawn at one 
time. 

The surgeon should use his judgment as regards 
ligating the intercostal artery when it is believed 
that hemothorax is of parietal origin. 

Although the author has not had the means 
of practicing it, his findings in numerous autopsies 
induce him to think that the Forlanini method is 
applicable when hemothorax is due to a lesion of 
the intercostal artery. W. A. BRENNAN. 


Broadbent, W.: Interlobar Empyema and Other 
Surgical Complications of the Thorax. Brit. 
M. J., 1918, i, 529. 


The author mentions the comparative ease of 
diagnosing empyema of the ordinary kind following 
a pneumonia, with the hectic temperature, silence 
at the base of the lung, heart displacement, etc. 
Empyema is not always so easy to diagnose; he has 
found it to occur with no history of pneumonia. 
Children have come under his care with the chest 
half full of pus who have never been ill in bed. 

These cases of empyema undiagnosed or difficult 
to diagnose are usually interlobar. Lung abscesses 
and right or left subphrenic abscesses with chest 
signs complicate the diagnosis. When much pus 
collects in an interlobar fissure, the lower lobe of the 
lung is so compressed that it becomes dull and air- 
less, leading to the belief that it is an ordinary 
empyema until exploration in the usual areas finds 
no pus. Such an interlobar empyema may at times 
leak down some pus over the lower lobe, which is 
discovered by the needle in the usual areas. Opera- 
tion relieves the local collection of pus but fails to 
find the larger interlobar pocket, which has to be 
drained at a later operation. 
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The author speaks of an interlobar area, a very 
dull band either in the second or third space in 
front or just below the spine of the scapula behind. 
As a rule there is much diminished resonance over 
the lower part of the chest, but not the flat dullness 
of the band of fluid, and the breath sounds are very 
weak and usually absent at the base. 

The best place to insert a needle is the second or 
third space in the anterior axillary region, with the 
arm extended above the head. J. L. Burscu. 


Le Fort, R.: A Study of Projectiles Buried in the 
Mediastinum (Contribution a l’étude des pro- 
jectiles inclus dans le médiastin). Rev. de chir., 
Par., 1917, liii, 495. 

Le Fort’s extensive study of mediastinal wounds 
with an arrested projectile has been brought to a 
close by the detailed case reports of 37 observations 
on which it is founded. Many of the cases are 
illustrated. These cases only include those in which 
a projectile is embedded in the mediastinal region 
without any persistant fistula, and were observed 
and followed in the base or interior hospitals. 

The study includes the following chapters: (1) 
pathologic anatomy; (2) nature of the lesion; (3) 
symptomatology; (4) evolution of the injury; (5) 
treatment; (6) technique of operative procedures: 
(a) by anterior routes; transpleural, extrapleural, or 
transcostal; (b) by posterior routes; transpleural or 
extrapleural; (7) results, including the postoperative 
course. 

In concluding and summarizing his study Le Fort 
says that the prognosis in regard to projectiles left 
in the mediastinum is not definitely fixed. The 
pathological findings suggest that certain projectiles 
can be left for a long period, if not permanently 
without causing death. Severe complications are 
on the whole rare. However, the majority of the 
wounded with a mediastinal projectile have periods 
of pain, especially dyspnoea on effort, which render 
them unfitted for work. 

Up to the present, operative intervention has 
rather been avoided on account of its apparent 
gravity. The newer ideas regarding the search for 
and localization of mediastinal projectiles, the 
normal and pathologic physiology of the region, 
the surgical methods applicable, and their results 
show operation to be effective and relatively benign. 

The extraction of large foreign bodies, either 
dangerous or badly tolerated, should only be 
undertaken by an experienced surgeon having at 
his disposal all the means necessary to bring one of 
the most delicate surgical operations to a successful 
issue. Any operation on the mediastinum ought to 
be preceded by a very complete radiologic examina- 
tion made by the surgeon and radiologist acting in 
collaboration. This radiologic examination will 
give a number of showings which are more important 
in this than in any other part of the body. There 
is no possibility however of an exact mathematical 
location of the projectile in such a region where it is 
essentially mobile; nor will a radiologic examination 
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always give a very precise anatomical localization. 
As a consequence the surgeon before attempting 
extraction should have at his disposal all useful 
means of research for a projectile such as inter- 
mittent screen control, the electrovibrator, compass 
apparatus, etc. For the same reason, and especially 
because the mediastinum is a dangerous region, 
difficult and dark routes of approach ought to be 
avoided, except in cases of minor mediastinal 
surgery and for projectiles that are not embedded 
very deeply or are easily reached. Mediastinal 
surgery must be a surgery with large openings 
and full light. 

The extrapleural, transternal, cervical (with or 
without resection of the clavicle), the trans- or 
extrapleural posterior routes all have particular 
and limited indications in mediastinal surgery. 
The necessity of having plenty of light gives to 
the wide transpleural routes a considerable supe- 
riority over the extrapleural or the restricted trans- 
pleural routes. The anterior or anterolateral 
transpleural route gives a very direct access even 
to the posterior mediastinum, much easier and 
much more commodious than the posterior or 
posterolateral route. 

The method of choice ought to fulfill the following 
conditions: (1) it must give a very large opening 
which is easily enlarged in case of need; (2) it must 
give as direct an approach as possible to the medias- 
tinum; (3) when the operation is terminated, it 
must permit the integral repair of the wall. 

A costal flap hinged externally and intercostal 
incision with the section of one, two, or even three 
costal cartilages responds excellently to these three 
conditions. This is the operation of choice for all 
deep-seated mediastinal projectiles or those diffi- 
cultly situated between the planes of the diaphragm 
and clavicle. 

In 34 operations for the extraction of mediastinal 
projections, the foreign body was found in all and 
extracted in 32 cases. These were cases in which 
the projectile was in the mediastinum itself. 

Serious operative complications are rare; hamor- 
rhage, which is most to be feared, has never been 
alarming, and is easily checked by tamponade. 

The results of the 34 operations were 32 recov- 
eries and 2 deaths. One of the deaths was in a case 
where the projectile was extracted from the cavity 
of the left auricle. This should not legitimately be 
included in this series; omitting it, the deaths were 
one in 33 cases. 

Prudent dissection of the organs in the mediasti- 
num does not give any cause for grave prognosis. 
The dangerous region is that of the pulmonary 
pedicle. In paramediastinal operations the author 
has had three deaths after operations for the extrac- 
tion of a projectile situated in the pedicle. 

As regards the end-results in all patients operated 
upon by the hinged costal flap method, fixity of the 
flap has been rigorously obtained. From the point 
of view of solidity of the thoracic wall the hinged 
costal flap gives very superior results to those 
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obtained in complete costal resection, even if 
limited. As far as the author has been able to 
judge, the general end-results have been excellent; 
but it is too early to formulate any definite opinion. 
All that can be said with certainty is that those 
patients who have undergone the extraction of a 
foreign body situated in the mediastinum have 
declared themselves to be completely satisfied with 
the results; their physical, moral, and general con- 
dition has been transformed after the operation; 
and the majority of their disabilities have either 
disappeared or been greatly relieved. 
W. A. BRENNAN. 


TRACHEA AND LUNGS 


Taylor, H. L., and Caine, C. E.: Sarcoma of the 
Lung. Minnesota Med., 1918, i, 141. 

The patient, a girl aged eleven, gave a negative 
family history. She had had measles, chicken-pox, 
whooping cough and mumps, all without sequel. 

Examination of the chest showed the right side 
more prominent than the left, the superficial veins 
dilated and extending from the lower edge of the 
ribs to the clavicle; the intercostal spaces were tense 
and bulging. There was absolute flatness on percus- 
sion from the second rib to the pelvis on the right 
side and across the front of the chest to the left 
border of the sternum. The area of splenic dullness 
was greatly enlarged. The heart was displaced to 
the left, the apex beat in the left axillary region. 
The respiratory murmur was normal over the left 
lung, absent over the greater part of the right lung 
except at the apex and along the border of the 
sternum, where there was a loud bronchial rhonchus. 
The heart action was very rapid, with loud bruit 
with the second sound. 

Fluoroscopic examination showed clear lung 
tissue to the second rib, with everything obscure as 
low as the pelvis. The heart was large and displaced 
to the left, but otherwise normal. A diagnosis of a 
rapidly growing sarcoma of the lung was made. 
Within ten days after the consultation, the circum- 
ference of the chest had increased one inch. ‘The 
patient failed rapidly; a narcotic had to be used for 
pain and sleeplessness. She died one month later. 

At autopsy the abdominal organs were found 
to be normal. The right side of the diaphragm was 
pushed down into the abdominal cavity as far as 
the umbilicus. The liver was dislocated to the left 
side; the mediastinum and its contents were found 
entirely to the left of the sternum. The heart was 
well over in the axillary region. The right side of 
the heart was tremendously dilated and extended 
beyond the left side forming the apex. The walls 
of the right ventricle were very thin. The tricuspid 
valve was insufficient. The left lung was normal 
except where it had been collapsed from pressure 
along its median edge. The distended right pleura 
contained a broken-down shapeless mass of the con- 
sistency of mush which had no resemblance to lung 
tissue. 




















Pathologic examination showed a_ round-cell 
sarcoma. Many mitotic figures suggested a rapidly 
growing tumor. J. L. Burscu. 


Soubeyran: Report of 194 Cases of Chest Wounds 
with 22 Thoracotomies for Lung Wounds (1094 
cas de plaies de poitrine suivis de 22 thoracotomies 
pour plaies du poumon). Bull. ef mém. Soc. de 
chir. de Par., 1918, xliv, 552. 

The 194 cases of Soubeyran have resulted in 140 
recoveries and 54 deaths. The cases are divided 
into two series. The first series of tor from rors 
to June, 1917, gave 76 recoveries. The second series 
consisted of 93 cases of untransportable grave tho- 
racic wounds. In the first series there were 76 recover- 
ies; 15 of these cases were operated upon and ro 
recovered. The second series of 93 cases gave 64 
recoveries. In this series 59 were operated upon, of 
which 42 recovered. 

Of the total 194 cases, 173 were closed thoracic 
wounds, 95 in the first and 78 in the second series. 
The 173 cases have given 133 recoveries and 40 
deaths; 116 were not operated upon, with 87 recover- 
ies; 57 were operated upon with 46 recoveries. There 
were 21 cases of open thoracic wounds with 14 
deaths; 17 were operated upon, with 6 recoveries; 
4 were not operated upon and 2 recovered. 

The immediate operations were as follows: in 
38 cases, a simple parietal operation with 33 re- 
coveries; in 14 cases, a pleural parietal operation 
with 13 recoveries; in 22 cases, operations on the 
lung, thoracotomy, with 8 recoveries and 14 deaths. 

The operations on the lung consisted of 17 pul- 
monary ligatures (12 deaths); 1 pulmonary resec- 
tion (1 death); 4 extractions of large foreign bodies 
(1 death). If cases of multiple wounds are deducted 
there remain 16 thoracotomies with 8 deaths. 

The secondary operations were as follows: (a) 17 
operations for empyema; 13 of these were patients 
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not previously operated upon, and gave 3 recoveries; 
4 were patients primarily operated upon and gave 
I recovery and 3 deaths; (b) 17 thoraco-abdominal 
cases; 7 primarily non-operated cases gave 2 re- 
coveries and 5 deaths; 10 primarily operated cases 
gave 4 recoveries and 6 deaths; (c) 2 operated upon 
for secondary hemorrhage, with 2 deaths; (d) 8 
cases operated upon for extensive subcutaneous 
emphysema, with 3 recoveries. 

Soubeyran thinks that in the majority of pul- 
monary operations it is preferable to drain because 
in most cases of complete suture it has been necessary 
to reopen the wound in order to drain pleural infec- 
tions. In patients with pulmonary wounds, whether 
operated upon or not, hemorrhage is less to be 
feared than early pleuropulmonary infective compli- 
cations. These may cause death within eight days 
following the injury. The lungs examined in the 
course of operation have been much discolored, in- 
filtrated, and damaged by the passage of the pro- 
jectile. Theoretically, surgical hemostasis is the 
operation of choice for pulmonary hemorrhage, but 
practically such patients are too shocked to stand 
operation; moreover, it must be remembered that 
the lung has a tendency to spontaneous hemostasis. 

It is difficult to differentiate between traumatic 
shock and menacing haemorrhage. While operation 
can save a man threatened by hemorrhage, such 
cases are rare. In many such cases Soubeyran has 
observed during operation that the lung no longer 
bleeds, and that the hemorrhage was from an 
abundant hemothorax alone. While not doubting 
the necessity for operation in certain well determined 
thoracic conditions, yet he thinks that such cases are 
not frequent. Operation is grave and may hasten 
the course of events. He is convinced that abstention 
should be the procedure in the great majority of 
lung wounds. A résumé of 22 cases of thoracotomy is 
given. W. A. BRENNAN. 
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ABDOMINAL WALL AND PERITONEUM 


Meredith, E. W.: Pneumococcic Peritonitis. Penn. 
M.J., 1918, xxi, 556. 


Pneumococcic peritonitis is a local manifestation 
of a*pneumococcal septicemia. It is rare in adults; 
nearly all cases occur in children under ten years of 
age, and in girls more frequently than in boys. As 
a rule there are no prodromal symptoms. The 
patient is suddenly taken ill with abdominal pain, 
vomiting, high fever, and rapid pulse. Diarrhoea 
may appear as one of the initial symptoms but is 
frequently delayed for a day or two. The pain is 
usually diffuse over the entire abdomen, and facies 
abdominalis occurs early. ‘The central nervous 
system is commonly involved in the severe toxemia. 
The leucocyte count is usually increased to 20,000 
or 30,000. The physical signs are not clear-cut; 





there will be noted slight rigidity, some tenderness 
but with no maximum point and no distention. 

After several days or a week, distention with signs 
of peritoneal exudate appears, and the general con- 
dition of the patient improves. A subacute or 
chronic phase of the disease then ensues, with local- 
ized collection of pus in the abdomen, usually sub- 
umbilical, which if not opened and drained, may 
spontaneously rupture through the umbilicus or 
bowel. 

The one striking feature in the diagnosis of 
pneumococcic peritonitis is the marked contrast 
between the severe systemic reaction and the 
meager abdominal signs peculiar to peritonitis. 
Abdominal findings in perforative or appendiceal 
peritonitis as a rule overshadow the constitutional 
symptoms; in pneumococcic peritonitis the reverse 
is true. Typhoid fever can be differentiated by the 
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leucocytosis, rapid pulse, and history of sudden 
onset. 

The mortality is high in the diffuse types. In the 
localized type practically all cases should recover, if 
surgical intervention is reasonably early and simple 
drainage established. In the diffuse type non- 
operative measures designed to cause subsidence 
and localization should be used until the stormy 
symptoms subside. E. B. FReILicn. 


Bolognesi, G.: Internal Herniz of the Peritoneal 
Fossz (Su le hernie interne delle fossette peri- 
toneali). Clin. chir., Milano, 1917, xxv, 250. 

By internal hernie as differentiated from the. 
more common external type are meant all herniz 
developing exclusively intra-abdominally. Among 
these internal hernia there is one group which may 
be termed herniz of the normal peritoneal foss, 
which was first accurately described by Jonnesco 
in1890. Although Treitz in 1857 had fully described 
retroperitoneal herniz, his work as referring to 
peritoneal herniz was not complete, and it was 
Jonnesco who first gave a complete description 
of these hernia, describing them under four va- 
rieties, namely, herniz of the duodenal, cecal, and 
sigmoidal fosse, and those of the great omentum 
through Winslow’s foramen. 

Bolognesi sketches the normal anatomy of the 
peritoneal fossa, viz.: (1) the duodenal fosse, 
subdivided into the inferior, superior, and duodeno- 
jejunal fossettes; (2) the cecal fossw, subdivided 
into the ileocecal, ileo-appendicular, and _ retro- 
cecal fossettes; (3) the sigmoidal fosse; and (4) the 
omentum (Winslow’s foramen). Illustrations of 
these varieties are given from studies made by the 
author on the cadaver. 

The surgical anatomy shows that all the va- 
rieties of peritoneal cavities differ in shape. The 
duodenal type of fossa is deep with wide bottom 
and narrow top; the cecal fossa has a narrow. and 
pointed bottom with a rather broad collar; the 
sigmoidal fossa has a still more pointed bottom 
with a broader collar. 

Careful research of the literature up to 1890 
made by Jonnesco showed 64 cases of herniz of the 
peritoneal fossw; 18 of these cases, especially those 
reported in very early literature, were more or less 
doubtful. Since 1890 the literature has been 
searched by Bolognesi. Including the cases gathered 
by Jonnesco, there are at present about 164 cases of 
authentic retroperitoneal periduodenal hernia re- 
ported. These 164 cases are distributed as follows: 
for the duodenal fossw, too cases; for the cecal 
cavities, 30 cases, including one personal case by 
Bolognesi which is fully described in this article; 
4 cases in the sigmoidal cavities, and 30 cases in 
the great omentum. The condition is twice as 
prevalent in males as in females and it mostly 
occurs in adults between the ages of twenty and 
thirty years. 

The author discusses the etiology, symptoms, 
and diagnosis. Although the possibility of an exact 
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diagnosis exists, as the reports of certain cases in 
literature prove, yet generally the hernia is mis- 
taken for some other abdominal condition. It must 
be differentiated especially from tumors of the 
stomach and spleen; pancreatic, mesenteric, and 
omental cysts; retroperitoneal cysts and intestinal 
tumors. The diagnosis of hernia is especially dif- 
ficult or impossible if it is very voluminous and 
presents the picture of an intestinal occlusion. 

Wagner collected 28 cases surgically treated up 
to 1916. Operative treatment does not differ essenti- 
ally from that of the treatment of herniz in general, 
high supra-umbilical laparotomy or a median lapa- 
rotomy, according to the conditions, finding and 
reducing the hernial sac, removing the sac and 
reconstructing the parts. The operative mortality 
is about 50 per cent, according to the majority 
of authors. 

The author draws two conclusions from his study: 
first, that the structure of the different peritoneal 
cavities explains the different degrees of frequency 
of hernia in these cavities; secondly, that it is pos- 
sible to diagnose a retroperitoneal hernia as well as 
to devise a favorable surgical treatment. 

W. A. BRENNAN. 


Bloodgood, J. C.: The Importance of Recognizing 
the Weakness or the Obliteration of the Con- 
joined Tendon in Operations for Inguinal 
Hernia. South. M. J., 1918, xi, 3606. 


In the selective regulations registrants with small 
reducible hernie are accepted for general military 
service (Class A) subject to immediate call, and 
registrants with larger or irreducible hernia, other- 
wise physically and mentally fit, are accepted in 
the deferred remediable group (Class B) to be called 
by the Provost Marshal General when cured by 
operation under the supervision of the Surgeon 
General. 

The author published the results of almost 500 
operations for hernia and discovered the chief 
cause of recurrence in the lower angle of the wound 
was the obliteration of the conjoined tendon. This 
type of hernia was observed in about 5 per cent of 
the cases and the failure to cure in this group was 
almost 50 per cent, despite the scheme discovered by 
Woelfler of transplanting the rectus muscle to 
strengthen the lower angle of the wound, or that 
of Halsted, of Johns Hopkins, of turning down a 
flap of the anterior rectus sheath. 

A patient, thirty-two years old, with double 
inguinal hernia in which the conjoined tendon was 
completely obliterated, was operated upon by the 
author. This type of hernia can be recognized with 
the patient on his back; the finger is pressed against 
the scrotum and passes through the external ring, 
meeting no obstruction, and enters at once into the 
peritoneal cavity. The index finger easily passes 
through the external ring and one can palpate the 
pubic bone. The tips of the fingers meet when both 
are introduced at the same time. When the pa- 
tient stood or coughed, the hernia appeared as 
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a bulging in the region of the external ring but dis- 
appeared when he was in a recumbent position. 
The tissues forming the bulging were not divided 
and there was no distinct sack. The rectus in its 
sheath was immoveable; the internal oblique 
muscle could not be brought down to the pubic bone, 
therefore it was impossible to approximate the 
structures. In hernia of longer duration and larger 
size, the tension of the peritoneal protrusion may 
stretch the surrounding abdominal muscles and 
fat, and thus allow suturing. 

The author sutured the rectus muscle and a piece 
of fascial flap made by blunt dissection and division 
of some of the fibers of the rectus muscle to Pou- 
part’s ligament snugly over the cord which was 
pressed against the pubic bone. 

The second suture included the internal oblique 
and the rectus muscle and its sheath to Poupart’s 
ligament which supplied the defect of the conjoined 
tendon. Because*on the lower and outer side there 
is only fascia which may easily split, No. o chromic 
catgut instead of silk in a French needle is employed 
where the tension is great. 

When the ordinary operation was performed, 
even where the cord was transplanted, 50 per cent 
of the cases recurred. Under the method of trans- 
planting the rectus and its sheath, from 10 to 15 
per cent recurred. 

The chances of permanent cure of inguinal 
herniz in which the conjoined tendon is wide and 
firm are 98 per cent. 

In training camps, operation for herniz under 
local anesthesia is undoubtedly safer than general 
anesthesia because of the huge number of contagious 
patients in the base hospital. 

In the medical corps of America and Canada, 
surgeons state that soldiers operated upon for 
hernia are constantly complaining of scar pain. 
Certain types of individuals complain of scar pain 
irrespective of the position, extent, or character 
of the scar. F, P. Hammonp. 


GASTRO-INTESTINAL TRACT 


Crohn, B. B.: Studies in Fractional Estimation of 
Gastric Contents; Effects of Antacid Medica- 
tion on Gastric Acidity and Secretion. Am. J. 
M. Sc., 1918, clv, 801. 

The effect of antacid medication on human stom- 
ach secretions is in dispute. One group of investi- 
gators claims the giving of alkali salts diminishes the 
acid-secreting tubules of the stomach and causes 
atrophy, while another set of experimentors claims 
alkali medication will produce a hyperacidity. 

The author carried out experiments in patients 
with mild functional disorder. 

Oatmeal gruel was given in the morning on an 
empty stomach and the chyme removed every 
fifteen minutes until the stomach was empty. 

1. One grain of magnesium oxide was given one- 
half hour before the test meal. Mild hyperchlor- 
hydria existed for three-quarters of an hour during 
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the height of digestion and became hyperchlorhydria 
of a greater degree for one and three-quarters hours 
afterward. 

2. Bicarbonate of soda two grains given three- 
quarters of an hour after the onset of digestion 
lowered the acidity for fifteen minutes and then 
produced an acidity higher than that found before 
alkali was given and maintained it for one-half 
hour. 

3. Magnesium oxide twelve grains given one and 
three-quarter hours after taking the test meal 
caused a rapid neutralization of acidity without 
secondary rise. 

4. With kaolin as an inert mineral substance no 
effect was noted. 

5. Atropine given hypodermically produced no 
elimination in acidity nor effect on motility. 

6. In cases of Reichmann’s disease or continued 
hypersecretion, atropine given hypodermically 
diminished hypersecretion and hyperacidity. Motil- 
ity was not affected. 

7. Olive oil did not affect motility, but in case of 
continuous hypersecretion the acidity was lowered. 

8. The giving of compound alkali medication 
resulted the same as the above experiments. 

I. E. Bisnkow. 


Bruchi, I.: A Case of Trichobezoar; Hairy Tumor 
of the Stomach (Un caso di tricobezoar; tumore 
peloso dello stomaco). Riforma med., Napoli, 1918, 
XXXIV, 327. 

Bruchi’s case of this rare tumor was in a girl 
aged seventeen years, a confirmed hair eater. In the 
epigastric region a swelling was observed, but its 
nature could not be determined. The diagnosis was 
a stomach tumor of unknown character. On opera- 
tion the stomach wall was normal in appearance. 
On incising the anterior face for about 15 cm. a 
hairy tumor weighing about 580 gr. and varying 
from 18 to 29 cm. in circumference was extracted. 
It was composed exclusively of matted long hairs. 
The stomach wall was much thickened. The patient 
made an uneventful recovery. 

The author reviews the literature of hairy tumors 
of the stomach. Ledra collected 70 cases up to 1914 
and a few cases have since been published, bringing 
the total to 75. It occurs almost exclusively in 
females. Such tumors can be tolerated a long time 
without distress to the patient. Diagnosis is difficult 
unless hairs are discovered in the vomitus or faces. 
In Ledra’s 70 collected cases the nature of the tumor 
was verified by operation in 41 cases and in only 9 
cases was a correct diagnosis made. 

W. A. BRENNAN. 


Held, I. W., and Gross, M. H.: Roentgen Rays as 
an Aid in the Diagnosis of Ulcus Ventriculi. 
Am. J. M. Sc., 1918, clv, 713. 


The authors discuss roentgen ray physiology of the 
stomach, and the following physiological phenom- 
ena: position and form of the stomach, tonus and 
peristalsis, gastric secretion, mode of filling and 
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motility, and mobility. The same functional dis- 
turbances express themselves differently depending 
on the underlying tone of the stomach. Hence the 
interpretation of the roentgen ray findings must be 
guided by whether the stomach is ortho-, hypo-, or 
hypertonic. 

Roentgen ray observation in ulcus simplex, in- 
dependent of the tone of the stomach, must be 
directed to the following cardinal points: mode of 
filling, position and peristalsis; sensitive pressure 
points; secretions; standing contraction; time of 
emptying. 

For roentgen ray differentiation of ulcus ventriculi 
from chronic appendicitis the following points are 
useful: individuals with orthotonic stomachs will 
show characteristics of hypertonicity due to reflex 
disturbance of the vagus from chronic appendicitis: 
individuals of the asthenic type, when the stomach 
is full, show the characteristics of the hypotonic 
stomach, the most important finding being delay 
in the ileum. 

Cholelithiasis with gastric symptoms simulates 
more often clinically and roentgenologically ulcus 
duodeni. Individuals with disturbed intermediary 
metabolism, such as phosphaturia and oxaluria, are 
very frequently subject to gastric symptoms simu- 
lating ulcer. The diagnosis rests with complete 
examination of the urine and the favorable results 
obtained by properly applied therapeutics. 

The roentgen ray directly visualizes the existence 
as well as the seat of complicated ulcers in the great 
number of cases. Callous ulcer is best demonstrated 
when situated, as it often is, on the lesser curvature. 
Penetrating ulcer manifests itself as a niche filled 
with contrast substance, on top of which a small 
air-bag is seen after the stomach has emptied itself. 

Organic hour-glass stomach manifestations due to 
ulcer are the following: When the contrast food is 
taken, only the cardia fills, forming a round ball 
lying directly under the diaphragm. From time to 
time only a string of contrast substance is seen to 
dribble down to the lower compartment, forming 
two distinct portions. A callous ulcer in the region 
of the pylorus results in stenosis of various degrees, 
depending upon whether the pylorus is incompletely 
or completely occluded. 

With incomplete obstruction one sees the elon- 
gated pylorus without any activity. If obstruction 
is complete, the characteristic half-moonshaped or 
boat-shaped organ results. 

A deep-seated ulcer or adhesions at the pars 
pylorica is characterized by a horizontal, light, 
prepyloric zone between the contrast meal above 
and the pyloric part below. Pyloric ulcers com- 
plicated by peripyloric adhesions manifest them- 
selves roentgenologically by irregularities of the 
pylorus, stretching of the pylorus to the right of the 
median line, and inability to act with respiration. 

Extensive adhesions posteriorly give the stomach 
the appearance of a transversely high situated 
stomach with restricted mobility and very super- 
ficial peristalsis. E. B. FREILIcH. 
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Deaver, J. B.: Peptic Ulcer. Surg., Gynec. & Obst., 
1918, xxvi, 489. 

The toxemic origin of peptic ulcer is generally 
recognized and there seems little doubt that infec- 
tion is the primary cause of the toxemia in the vast 
majority of cases. Furthermore, clinical experience 
in recent years is indicating more and more clearly 
that the original site of the infection lies in the vermi- 
form appendix, and Rosenow’s demonstration of 
the elective localization of micro-organisms, espe- 
cially streptococci, is additional confirmation of 
the infectious origin of these ulcers and similar 
lesions. From Bolton’s careful histological studies, 
it is learned that the initial lesions which give rise 
to ulcer of the stomach are: (1) localized necrosis of 
the mucous membrane; (2) localized haemorrhage; 
and (3) inflammation of the lymphatic follicles. 

1. The common cause of necrosis is bacterial 
infection or its toxins circulating in the blood 
stream and, as pointed out by Bolton, the cells of 
the gastric mucosa being primarily attacked by the 
poisons in the circulation, necrosis is readily pro- 
duced by the local action of the gastric juice. 
Necrosis may arise in this way without any pre- 
ceding hemorrhage or lymphatic inflammation. 

2. Hemorrhage is an actual and frequent cause 
of ulcer and is likewise due to bacterial toxins cir- 
culating in the blood stream, which, destroying 
the endothelial cells of the capillaries, pave the way 
for the local destructive action of the gastric juice. 

3. Inflammation of one or more of the lymphatic 
follicles, so thickly studded along the lesser cur- 
vature of the stomach, especially toward the pylorus, 
may give rise to a submucous abscess which by 
rupture into the gastric cavity allows the juice to 
act on the base of the ulceration thus exposed. 

In fact, it is doubtful whether a true peptic ulcer, 
as distinguished from an erosion, ever heals under 
purely medical treatment. The so-called cures 
represent a latency which, there is no telling how 
soon, is apt to be aroused to activity. With the aid 
of the X-ray, the various clinical tests, and a care- 
fully taken history, a correct pre-operative diagnosis 
of ulcer has been made in 88 per cent of the author’s 
patients during the past year. Of the patients 
operated upon for peptic ulcers during the past 
eighteen months, 90 per cent of those traced re- 
ported complete cures. 

For a chronic ulcer of the duodenum he believes 
that excision of the ulcer is the best method of 
treatment. If the ulcer is easily accessible, which 
it usually is if located on the anterior or outer wall 
of the bowel, its complete removal by excision pre- 
sents no difficulty. But where there is marked and 
extensive induration, complete excision of an ulcer 
is not always an easy operation; indeed, it may be 
a dangerous one except in the hands of the exper- 
ienced abdominal surgeon. The occasional operator 
in such a case had better content himself with a 
gastrojejunostomy. Deaver believes that the 
surgeon’s first effort should be directed toward the 
removal of the diseased area, and that gastrojejun- 
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ostomy as a supplemental operation, though gen- 
erally effective in preventing a recurrence, cannot 
always be relied upon of itself to cure a fully devel- 
oped chronic ulcer. 

Not only is it necessary to treat the ulcer at the 
time of operation, but it is equally important to 
endeavor to discover the focus of intra-abdominal 
infection that is the real offender in the case. 

Excision of a gastric ulcer would be as desirable 
as it is for ulcer of the duodenum were it always as 
safe and always feasible. While he considers it 
best suited for ulcers located at some distance from 
the pylorus, he does not hesitate to say that it 
should be the operation of first choice in indurated 
ulcers, irrespective of location; that is to say, 
pylorectomy or partial gastrectomy for pyloric 
ulcers, wedge-shaped or circular resection of ulcers 
on the lesser curvature, and for ulcers on the poste- 
rior wall transgastric resection or resection by way 
of the enterocolo-epiploic route. By this same route 
ulcers on the posterior wall of the duodenum ad- 
herent to the pancreas, with few exceptions, are 
rendered accessible and amenable to excision. Ex- 
cision should be attempted only in the absence of 
encumbering adhesions and where the patient seems 
able to withstand what often proves to be a rather 
tedious operation. 

Ulcers on the posterior wall of the stomach invad- 
ing the coats are best exposed and disposed of by 
dissecting the gastrocolic omentum from the trans- 
verse mesocolon, lifting up the greater omentum, 
when the entire posterior wall of the stomach may 
be beautifully shown, also the duodenum and 
pancreas. Deaver believes that Finney’s method 
of pyloroplasty should be employed only where 
gastric motility is good, where perigastritis is 
absent, and where the pylorus is not involved in 
cicatricial tissues. As there are few cases presenting 
these favorable conditions, the operation would 
have only a limited application. 

If the anastomosis is made, not in the fundus of 
the stomach but in the pyloric antrum, the anasto- 
motic opening will functionate even when the 
pylorus is patulous, and even though the gastric 
contents do not leave the stomach through the new 
opening but are still being discharged through the 
pylorus, gastrojejunostomy is a curative measure 
for the ulcer, inasmuch as it reduces hyperacidity 
by permitting the admixture of the bile and pan- 
creatic juices with the stomach contents. 

The only reasonable conclusion, according to 
Deaver, is that the value of gastro-enterostomy lies 
in the increased alkalinity of the gastric contents 
obtained by admitting to the stomach through the 
anastomotic opening the alkaline duodenal secre- 
tions. Therefore, it seems doubtful whether primary 
occlusion of the pylorus is of any value. 

Vicious circle following gastro-enterostomy is a 
very unusual occurrence in these days, but so-called 
marginal ulcers developing around the gastro- 
enterostomy opening are, unfortunately, still being 
recorded, although the percentage of cases is small. 
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One of the most serious, if not the most serious, 
menace of chronic peptic ulcer is of course perfora- 
tion. This complication is generally said to occur in 
about 4 per cent of all cases, but the proportion is 
much greater if only those cases that come to opera- 
tion are considered. About 70 per cent of the per- 
forations occur from ulcers on the anterior wall of 
the stomach, those on the anterior wall toward the 
pylorus forming about 80 per cent of the total. 
About 18 per cent occur on the posterior wall, 
while the fundus and the cardia are very excep- 
tionally the site of perforating ulcers. The domi- 
nant symptoms are acute, overwhelming pain, 
vomiting, fall of temperature, rise of pulse, shock 
occasionally, and peritoneal reaction, i. e., early 
rigidity followed in from ten to eleven hours by 
distention. The differentiation between a_per- 
forating gastric or duodenal ulcer is not possible, as 
a rule, nor is it essential, for the treatment for 
either or both is surgery and the earlier the inter- 
vention the better the prognosis. 

Primary gastrojejunostomy as a part of the 
operation for perforating gastric or duodenal ulcer 
is becoming more and more recognized as a useful 
procedure in properly selected cases and in the hands 
of the surgeon accustomed to working in the ab- 
dominal cavity. 

The perforation should be closed with linen 
sutures and reinforced with a tag of omentum when 
necessary. Unless the peritonitis is extensive and 
the patient’s condition is grave, Deaver does a 
primary gastro-enterostomy. He also removes 
the appendix, examines the gall-bladder and pan- 
creas, and if either of the latter is diseased, he deals 
with it as indications present. D.N. E1senprata. 


Scully, F. J.: Perforated Gastric and Duodenal 
Ulcer; a Statistical Report of 59 Cases. Am. J. 
M. Sc., 1918, clv, 874. 


From r1g1t to 1916 inclusive 59 cases of perforated 
gastric and duodenal ulcer were admitted to Cook 
County Hospital; 48 were gastric and 11 duodenal. 
Of the series, 49 were operated upon and 1o dis- 
covered at autopsy. 

From the total number of ulcer cases admitted, 
its frequency of perforation in gastric ulcer is 9.4 
per cent and 15 per cent in duodenal ulcer. There 
were 44 perforations in males, and 4 in females. The 
majority of perforations occurred between the ages 
of thirty and forty in gastric ulcer, and between 
twenty and thirty years in duodenal ulcer. 

In the majority of cases previous gastric dis- 
turbances were present. The most constant pre- 
monitory symptom was slight pain in the upper 
abdomen. Vomiting occurred in several cases. No 
single factor seemed to be the determining cause of 
perforation. 

The onset in practically every case was sudden, 
with agonizing pain in the epigastrium. Vomiting 
occurred in the majority of cases shortly after per- 
foration. Following the onset there is a period of 
remission for from two to three hours. At this time 
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the diagnosis may be overlooked. The recurrence 
of pain indicates the onset of peritonitis. 

The point of maximum tenderness corresponded 
to the point of maximum pain. Rigidity was present 
in most cases. Fluid was not easily detected. 
Thirteen cases were in shock on entrance; 8 cases 
were moribund on entrance. The pulse and leucocyte 
count increased in later stages. Diagnosis was made 
in 28 cases preceding operation. 

Of the 40 cases operated upon, 21 recovered and 
28 died. The mortality of operated cases was 60 
percent in gastric ulcer and 44.4 per cent in duodenal 
ulcer. I. E. BisuKxow. 


Sneath, W. A.: Choledocho-Enterostomy for Con- 
striction of the Common Bile-Duct Following 
a Perforated Duodenal Ulcer. Brit. M. J., 1918, 
1, 531. 


The patient came to the hospital to have an 
incisional hernia the size of a football repaired. 
He gave a history of having been operated upon six 
months earlier. Following his operation he drained 
bile for three months. There was a healed scar in 
the right iliac fossa. 

The patient was in an emaciated condition, 
jaundiced, and could not eat proteid and fatty foods. 
The faces were clay-colored and contained no bile. 
The urine contained bile. His temperature rose to 
to1° five days after admission, and large quantities 
of bile again drained from the sinus. The jaundice 
disappeared following this, but there was no bile in 
the faces. 

It was decided to operate, to dissect out the sinus 
tract and to repair the hernia. The omentum was 
adherent to the hernial sac and to the liver. The 
transverse colon was also adherent to the liver. 
Loops of small intestine were adherent to the sac; 
in their removal they were damaged and had to be 
repaired. After freeing the sac, the biliary sinus 
was dissected out and traced downward and back- 
ward where it entered a large cystic swelling, which 
was lined with mucous membrane and contained six 
ounces of thick, viscid, green bile. Further in- 
vestigation showed it to be a large dilatation in the 
common duct. The gall-bladder was fibrosed and 
contracted and contained only a small quantity of 
mucus. The pylorus was adherent to its neck. 
Many other adhesions existed between the omentum, 
small intestines and stomach, but they were not 
disturbed. 

The opening in the dilated common duct was 
brought forward and sutured to the peritoneum; a 
drainage tube was inserted into the cyst. A tube was 
also sutured into the gall-bladder. The hernia was 
repaired. After the operation the feces continued 
to be clay-colored, and the sinus showed no attempt 
to close. 

The most likely explanation of the condition was 
thought to be that there had been a perforating 
duodenal ulcer, the cicatrix of which had constricted 
the common du-t. The local inflammation around 
the gall-bladder and cystic duct caused obliteration 
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of the duct so that the gall-bladder did not yield 
to pressure of the secreted bile. 

This surmise was later confirmed. The patient 
had been operated upon six months earlier for a 
perforated duodenal ulcer with general peritonitis. 
There was much pus in the peritoneal cavity and 
the counter-opening was made for drainage. Since 
there was no bile entering the intestine it was de- 
cided to do a second operation to endeavor to con- 
struct a new channel by making an opening between 
the dilated common bile-duct and the small in- 
testine. 

The abdomen was again opened, the sinus dis- 
sected out down to the dilated duct, which had, 
however, contracted considerably. The opening in 
the dilated duct was clamped. A loop of jejunum 
was then brought up through the transverse meso- 
colon and an anastomosis was made between this 
loop and the dilated bile-duct. This was difficult 
on account of the depth of the duct and friability 
of its walls. Considerable tension remained on the 
unevenly placed sutures. An anastomosis was made 
between the two loops of the jejunum under the 
surface of the transverse colon, in order to prevent 
intestinal obstruction. 

The postoperative convalescence was full of 
anxiety. There was much vomiting, a temperature 
of ror’, and a rapid pulse; a discharge of bile and 
digestive juices; and much excoriation of the skin. 
The patient became emaciated and lost appetite. 
The faces were pale and fatty. On the sixth day the 
discharge of bile and juices became less and by the 
fourteenth day the discharge had ceased, the stools 
contained bile, the appetite returned, and the pa- 
tient began to put on weight. Six weeks later the 
patient was discharged looking extremely well. 

J. L. Butsca. 


Christopherson, J. B., and Izzedin, M.: Acute In- 
testinal Obstruction by Tape-Worms. Brit. M. 
J., 1918, i, 697. 

The author reports a case of intestinal obstruction 
at the ileocecal valve due to the accumulation of 
four or five tape-worms. The patient, a Sudanese 
aged forty, suffered a sudden attack and vomited 
twice during the night; the abdomen was greatly 
distended; peristalsis could be definitely made out. 
The patient was very uncomfortable from distention 
but suffered no obvious pain. The pulse was 84, 
full and regular. He could pass neither feces nor 
flatus. Rectal examination revealed only an empty 
rectum. There was no effect from three enemas. 
Vomiting of intestinal contents occurred twice after 
admission. Operation was decided upon. 

An incision extending from the xiphoid cartilage 
to the symphysis pubis was made. The small in- 
testine was explored from the duodenum to the 
ileoceecal valve; it was much distended. The large 
bowel collapsed from the cecum onward. No cause 
for the obstruction was found; it was thought to be 
a kink or some similar obstruction. The small in- 
testines were taken from above downward and 
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passed through the gloved hand from segment to 
segment to press the flatus onward, but this was un- 
successful. The small intestine was then punctured 
in six places with a trocar and the gas allowed to 
escape. The wound was closed and the patient 
sent back to bed. 

The next morning the abdomen was somewhat 
distended, but the patient passed flatus. Two ene- 
mas were given. On the third day after the opera- 
tion a tube was passed into the rectum and one and 
one-half ounces of castor oil were given by mouth. 
A large mass of tape-worms was passed, which 
measured about three pints. It was this mass im- 
pacted against the ileocecal valve which caused the 
obstruction. J. L. Burscn. 


Urrutia, R.: Intussusception of the Small Intes- 
tine by Sarcoma (Invaginacion por sarcoma del 
intestino delgado). Prog. de la Clin., Madrid, 1918, 
vi, Supp., 185. 

The patient was a man of fifty years, with symp- 
toms of acute intestinal obstruction. On opening 
the abdomen a quantity of reddish fluid escaped. 
Some enormously distended loops of small intes- 
tines were seen. The cecum and colon were col- 
lasped. On disengaging the dilated loops a typical 
descending intussusception was observed in the 
right iliac fossa. The intestine was collapsed be- 
yond this as far as the ileocecal valve. 

The intussusception was easily reduced; the por- 
tion involved was black and contained a smooth mass 
implanted in the thickness of the wall, which ap- 
peared to be a tumor. The adjacent mesentery was 
black and infiltrated with blood. Twenty centimeters 
of intestine were resected and an end-to-end anas- 
tomosis done. The patient died shortly after the 
operation. The tumor was pediculated and showed 
a necrotic, ulcerated mass at its center. Histo- 
logic examination showed it to be a lymphosarcoma. 

Malignant tumors of the small intestine are 
rather rare, but sarcoma is more frequent than 
carcinoma. Crowther found 188 cases of sarcoma 
in the literature up to 1913. Intussusception due 
to tumors, especially malignant tumors, is rare. 
Kasemeyer found that out of 284 reported cases, 52 
were carcinomatous tumors, 26 were sarcomatous, 
and 7 undetermined. The author thinks the 
development of hemorrhagic ascites caused the 
fatal termination of his case. W. A. BRENNAN. 


Link, G.: Appendicitis. J. Indiana St. M. Ass., 1918, 
xl, 93. 

Link offers the following conclusions: Acute 
appendicitis is a suppurative process from the be- 
ginning. Strictures, kinks, coproliths and anatomic 
defects when present may cause rupture. There is 
no medicine or treatment that will arrest suppura- 
tion in the appendix, dissolve a stricture, undo a 
kink, remove a coprolith or change an anatomic 
defect. Therefore there is no medical treatment for 
appendicitis. 

If any appendicitis cases are operated upon in their 


homes, they should be the clean cases. All pus cases 
should be sent to a hospital. Moving the patient 
does little harm and is far outweighed by the advan- 
tages gained. 

The earlier in the disease the physician makes the 
diagnosis and places the patient in a hospital, the 
more surely can the surgeon carry the case to a suc- 
cessful issue. ALBERT EHRENFRIED. 


Taylor, G.: Temporary Czecostomy in Resection 
of the Distal Portion of the Colon for Non- 
Obstructive Conditions. Brii. M.J., 1918, i, 667. 


This expedient is used by the author for three 
conditions: (1) resection of the large intestine for 
carcinoma without obstruction; (2) to close a 
proximal inguinal colostomy; (3) for gunshot injury 
when resection is indicated. 

The author says the opening acts as a vent for 
gases generated in the colon above and near the 
suture line, and acts as a safety valve in preventing 
any strain on the juncture. 

The caecum is simply anchored to the parietal] 
peritoneum. The opening closes very readily, 
especially if the drainage tube in the cecum be 
inserted after the manner of a Senn’s gastrostomy. 
No operation is necessary to close the cecostomy. 
The stoma generally closes in ten days to a fort- 
night. J. L. Burscu. 


Mocquot, P., and Fey, B.: War Wounds of the 
Rectum (Plaies du rectum par projectiles de 
guerre). Bull. et mém. Soc. de chir. de Par., 1918, 
xliv, 259. 

Among more than 6,000 wounded treated in the 
authors’ ambulance, 30 wounds of the rectum have 
been observed. These include 4 wounds of the 
peritoneal rectum; 19 of the subperitoneal rectum 
and anus, and 7 recto-urinary wounds. The 4 peri- 
toneal rectal wounds were penetrating multivisceral 
abdominal wounds which, besides the rectum, in- 
volved other parts of the intestinal tract. Two died 
shortly after operation. The third case in which the 
rectal injury had not been discovered or treated died 
after four days. The fourth recovered. In the 19 
subperitoneal lesions the entry wound was almost 
always in the sacral or buttock region and very fre- 
quently accompanied by lesions of the regional bones. 
Such wounds rapidly become gangrenous and give 
rise to complications such as fistula or strictures. 
In the 10 cases there were 10 recoveries and 9 deaths. 

Wounds of the subperitoneal rectum and anus 
give three principal indications: (1) treatment of the 
soft and skeletal parts; (2) treatment of the rectal 
wound; (3) exclusion of the rectum by an iliac anus. 

Five of the 19 cases were treated by simple toilet 
of the wound without suture of the rectal wound or 
exclusion of the rectum. In 2 cases operation was 
insufficient and the patients died. The other three 
recovered but all had a rectal fistula. 

Eight cases were treated by toilet of the wound, 
and suture of the rectal wound without exclusion. 
Three have been cured but two have fistule; 
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1 case is progressing toward recovery; 4 died. The 
study of the cases have shown the authors that when 
in severe cases there are grave peritoneal lesions 
with large muscular and bone damage, cleansing 
and rectal suture do not suffice. Ordinarily on 
account of the spread of infection the sutures hold 
only for a few days. In 2 of the cases an iliac anus 
operation was done but it was too late; if this had 
been done in time, the men might have been saved. 
In 2 cases the wound was cleansed and an iliac anus 
created without suture of the rectal wound. Both 
had severe lesions of the anal canal and of the lower 
ampulla, with regional bone injuries. Both have 
recovered. 


Two cases with very extensive lesions and in a ' 


poor condition had the rectum sutured and an iliac 
anus created; both died. 

The authors think that slight wounds of the rec- 
tum may recover spontaneously, but that this can 
not be counted upon. Generally, untreated, un- 
sutured wounds are exposed to gangrene or pelvic 
cellulitis. If the wounds are opened up and treated 
but not sutured, they usually recover with a fistula 
if the damage is not very extensive. The sutures do 
not always hold and generally give way by the 
eighth or tenth day causing a fistula, but even so the 
chances of early infection are avoided and the parts 
have time to put themselves in a state of defense. 

¢xclusion of the rectum by creation of an iliac 
anus is indicated when the anal canal or ampulla is 
largely damaged, and especially when there are 
accompanying extensive lesions of the vicinity. 
The artificial anus should be made as early as 
possible. 

With regard to technique for wounds of the ante- 
rior face of the ampulla, a median perineal incision 
suffices. For large posterior wounds with sacral 
fractures, transverse opening alone will give suffi- 
cient access. When there is no sacral fracture, for 
postero-anterior wounds the authors use an oblique 
incision along the edge of the sacrum and coccyx 
prolonged as far as necessary either above or below. 
This gives access to the lateral face of the rectum. 
For a high lateral rectal wound to which approach is 
very difficult the authors think the rectal wound 
should be sutured either by a laparotomy or by a 
sacral resection. 

The authors treated 7 rectal wounds with ac- 
companying wound of the bladder or urethra; 4 
were high rectovesical wounds and 3 recto-urethral. 
In all of the first variety a rectovesical fistula devel- 
oped; 1 recovered, and 3 died. The three latter 
cases had an iliac anus. 

For rectovesical wounds an immediate cystostomy 
is the treatment of choice. An iliac anus might in 
addition be of value if there are extensive surround- 
ing injuries, but the authors did not have cases of 
this kind. Direct suture is only indicated in wounds 
of the peritoneal rectum and bladder, but these are 
abdominal wounds and call for laparotomy; in sub- 
peritoneal wounds suturing -is not indicated but 
rather spontaneous closure is favored. 
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In the 3 patients with recto-urethral wounds, the 
authors did an early suprapubic cystostomy; 
1 died, and 2 recovered. 

A large number of the cases referred to in this 
report were received by the authors long after the 
receipt of the original injury. W. A. BRENNAN. 


LIVER, PANCREAS, AND SPLEEN 


Althabe, A., and Nicholson, E.: Remarks on 240 
Cases of Biliary Lithiasis (Algunos comentarios 
sobre 240 cases de litiasis biliar). Semana méd., 
Buenos Aires, 1918, xxv, 393. 

The authors have variously employed the tech- 
nique of Kehr, Mayo Robson, Sprengel, or Kocher, 
closing the cystic duct stump by a strong ligature 
after systematic examination of the biliary passages. 

The authors’ statistics are as follows: (a) simple 
cases, 212, with 13 deaths; these included 59 
cholecystostomies; 137 simple cholecystectomies; 
16 cholecystectomies with drainage of bile passages; 
(b) complicated cases, 28, with 9 deaths; these 
included 18 cases with concomitant benign condi- 
tions in the stomach, intestine, etc., and ro septic 
or malignant concomitant lesions. 

From the clinical and’ subsequent histories of 
these cases the authors deduce these conclusions: 

t. Biliary lithiasis is especially frequent in women 
and is more commonly observed from the twenty- 
fifth to the thirtieth year. 

2. The exaggerated cholesterinemic diathesis 
during the genital life of women is a large factor 
in the origin of lithiasis. 

3. Surgical treatment of lithiasis is always 
indicated when other therapeutic methods have 
failed. 

4.. Cholecystectomy with gauze drainage of the 
cystic stump is the operation of choice. 

5. Drainage of the bile passage is not alone 
sufficient; but in case of canalicular lithiasis or 
infection of the passages, it alone should be used. 

W. A. BRENNAN. 


Abalos, J. B.: Cholecystectomy in Biliary Lithiasis; 
100 Cases (La colecistectomia en la litiasis biliar; 
100 observaciones). Rev. méd.d. Rosario, 1918, viii, 1. 

The author decides on operating according to the 
following indications: 

1. An acute lithiasis in the febrile stage is treated 
medicinally until an apyretic condition is reached; 
then operation is done. If infection advances and 
shows no signs of yielding, operation is done with- 
out further delay. 

2. If the patient shows icterus without fever, the 
author follows the same line of action, not operating 
unless the icterus persists for a considerable time. 

3. If the lithiasis is apyretic or without icterus, 
operation is done at once during a lull in the symp- 
toms. 

The author prefers simple cholecystectomy as the 
method of treatment unless it is formally contra- 
indicated. 
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While recurrence is not usual after cholecystec- 
tomy, yet there may occur what Kehr has termed a 
false recurrence, i.e., where there is formation of a 
calculus having the knot of the ligature of the 
cystic duct as its nucleus. But the author thinks it 
well, in order to avoid recurrences, to examine the 
interhepatic canals and to see that there are no 
stones which may have migrated there during the 
manipulations of the operation. 

In his technique, in order to avoid the chance of 
recurrence from a ligature of the pedicle, as stated, 
the author omits this. He sections the cystic duct 
between two clamps. The lower clamp near the 
common duct is inoxydizable and it clamps the 
cystic artery as well as the cystic duct. After sec- 
tioning the duct and removing the gall-bladder, the 
latter clamp is allowed to remain. A mesh gauze 
drain is placed and the incision is partly closed. 
After forty-eight hours generally the gauze and 
clamp can be withdrawn. Complete closure of the 
wound can be made after the eighth day. 

In his earlier cases the author used nickel clamps. 
These caused slight suppuration owing to alteration 
in the tissues by the metallic oxide; but this has 
not been observed with silver or gold clamps. 

The advantage which the author claims for his 
method is that there is no foreign body left behind 
which can be the nucleus for a recurrence of cal- 
culus. In his series of too cases he has had no 
recurrences. W. A. BRENNAN. 


Morley, J.: Shell Wound of the Pancreas Causing 
Pancreatic Pseudocyst. Brit. M. J., 1918, i, 341. 


Gunshot wounds of the pancreas are rarely seen 
because such wounds are usually fatal from haemor- 
rhage from accompanying injury to one of the large 
blood-vessels, or peritonitis results from perforation 
of the stomach or duodenum. In case laparotomy 
is performed, these lesions monopolize the surgeon’s 
attention. In a total of 965 penetrating abdominal 
wounds, only 5 cases of wounds of the pancreas are 
recorded. The rare cases observed have usually 
proved fatal. 

A case is reported of a penetrating shell wound 
which gave rise to a large collection of pancreatic 
juice in the lesser peritoneal sac. The patient had 
oeen hit in the back by a shell fragment three weeks 
before coming under observation. There was pain 
in the epigastrium but no symptom of peritonitis. 
After two weeks a large tense swelling developed 
in the epigastrium and there was rapid loss of flesh. 
Temperature was 99.4, pulse 100. The case was 
diagnosed as a subphrenic abscess. 

At operation, through an anterior incision, the 
stomach was found flattened out over the front of 
the greatly distended lesser sac. A second incision 
in the loin evacuated four or five pints of clear fluid 
followed by a little pus. The clear fluid was found 
to contain trypsin and amylopsin. A fragment of 
shell one inch in length lay free in the cavity. The 
patient vomited for ten days but eventually made a 
complete ‘recovery. C. A. HEDBLOM. 
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Richey, D. G.: Massive Infarction of the Spleen, 
with Report of a Case. J. Lab. & Clin. Med., 1918, 
iii, 510. 

The autopsy findings referable to the spleen in this 
case: revealed an atrophic spleen showing a large 
area of necrosis, fibrosis, and calcification, and two 
small peripheral masses of living splenic tissue sur- 
rounded by dense fibrous adhesions. The direct 
cause of the death was a suppurative pneumococcic 
meningitis following an old otitis media and mas- 
toiditis. The case is of interest because of the 
splenic findings at necropsy, which were undoubtedly 
due to massive infarction of the organ. No focus 
from which an embolus could have arisen was found. 

Absence of the spleen may be a congenital 
anomaly or the. result of surgical intervention. 
The most common findings associated with splenic 
agenesis are: (1) accessory spleens; (2) generalized 
lymphatic hyperplasia; and (3) hamolymph-nodes. 
References to diminutive spleens are not common 
in the literature, aor is extensive infarction of the 
spleen often associated with marked atrophy. 
Nuzum collected a series of 28 cases of infarction 
of the entire spleen, of which only 2 were small 
spleens. The others were large and one weighed 
2,700 grams. P. W. SWEET. 


MISCELLANEOUS 


Portis, M. H.: Lesions of the Right Upper Quadrant 
of the Abdomen; Differential Diagnosis. Med. 
Clin. N. Am., 1918, i, 1297. 


In typical cases, differential diagnosis of lesions 
of the right upper abdominal quadrant is easy, but 
is very difficult in complicated cases. 

The author discusses the chief lesions of this 
region. Gastric and duodenal ulcer differ in the 
time of the pain, in the presence of vomiting in 
gastric and absence of it in uncomplicated duodenal 
ulcer; there is seasonal recurrence in duodenal ulcer. 
In both, hemorrhage is a complication and means 
a late apprehension of the lesion. Gastric syphilis 
may be confused with ulcer and cancer. 

Gall-stone colic occurs independently of eating, 
is not relieved by food, and pain is often referred 
to the right shoulder-blade. Greasy foods are 
especially likely to occasion pain. Nausea and 
vomiting in gall-stones may lead to confusion with 
stomach lesions. The local tenderness and labor- 
atory stomach tests aid in differentiating. 

Perforated gastric or duodenal ulcers are distin- 
guished from gall-stone colic by history, and by a 
quickly succeeding peritonitis. Cholecystitis is 
usually accompanied by chills and fever, and 
leucocytosis. The laboratory findings of gastric 
lesions are absent, and in the interval between 
attacks tenderness may usually be elicited over the 
gall-bladder. 

In differentiating cancer of the stomach, labor- 
atory analyses are essential, with X-ray diagnosis. 

Gastric crises of tabes must always be considered 
and ruled out. 
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The colic of chronic plumbism, a highly located 
inflamed appendix, a Dietl’s crisis, renal calculus, 
renal new-growth, or renal infection are all possible 
lesions, the last three being definitely determined 
by cystoscopic examination. 

Ruptured extra-uterine pregnancy or ovarian 
cyst, or acute gastritis and enteritis are to be con- 


SURGERY OF THE 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Keith, A.: Bone Growth and Bone Repair. Brit. J. 
Surg., 1918, v, 085. 

The author gives a historical review of the inves- 
tigation as to the growth and repair of bones. 
He gives credit to Duhamel who took advantage 
of the work of the English surgeon Belchier. The 
latter found after feeding animals food contain- 
ing a dye substance and alternating this diet 
with an ordinary one, that he could obtain alter- 
nated red and white rings or layers on the circum- 
ference of the bone, the latest formed layer or 
plate being on the surface of the bone immediately 
under the periosteum. In this way he came to re- 
gard periosteum as the maternal tissue of bone; 
the osteogenetic function is Duhamel’s discovery. 

John Hunter, on the other hand, believed with 
Haller that the normal periosteum had no bone- 
producing power and that only arteries could form 
bone, and if periosteum should under abnormal 
circumstances become a site of bone formation, 
then that was merely evidence that its arteries 
could assume a bone-building power. Hunter’s 
investigations, however, of the healing of fractures 
agreed with those of Duhamel. The latter regarded 
the uniting as a progress of the periosteum, while 
Hunter believed that it came from the broken ends. 

Keith states that these two men of the eighteenth 
century, Duhamel and Hunter, laid the basis of 
present knowledge as regards the physiology of 
bone; and of the two, Hunter laid the firmest and 
deepest part of that foundation. 

D. N. E1tseNDRATH. 


Bertein, P.: End-Results of 14 Operations for 
Wounds of the Shoulder-Joint (Résultats 
éloignés des 14 cas d’interventions pour plaies de 
guerre de l’articulation scapulo-humerale). Bull. 
et mém. Soc. de chir. de Par., 1918, xliv, 831. 


Bertein’s experience leads him to conclude that in 
shell fractures of the shoulder-joint the operation 
should be a resection of the head with surgical 
clearance. If the fracture is cervical, radiating only 
toward the humeral head, the latter only ought to 
be resected. The incision should be anterior or 
antero-external even if the wound is posterior, except 
in a case where the humeral fracture is associated 
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sidered. Acute pancreatitis, with the prostration and 
shock out of proportion to the rest of the picture, 
tumors of the pancreas, and acute intussusception 
must be differentiated; also diaphragmatic pleurisy, 
pneumonia of the right lower lobe, subdiaphragmatic 
abscess, splenic anemia, and syphilis of the liver. 
V. E. DupMaAN. 


EX'TREMITIES 


with a fracture of the acromial dome, when the 


posterior incision may be used. 


After large resections, sufficient bony regeneration 
for the formation of. a nearthrosis cannot be hoped 
for. Preservation of the periosteum is often most 
incomplete and the vitality of the contused torn 
tissue is very weak; but the scapular musculature 
ought to be respected to the maximum degree. 
Owing to its contractility it will partly compensate 
for the loss of bone substance. In operating, the 
trochanteric insertions of the active ligaments of 
the joint should be preserved as far as possible. 

Of 18 shoulder fractures treated, 14 were op- 
erated upon. In 9 cases the shoulder was resected. 
The end-results of the 9 resections, some done rather 
late, were on the whole satisfactory. Five of the 
patients have a fairly active useful limb in spite of 
the large osseous sacrifice. W. A. BRENNAN. 


Hatch, E. S.: Latent Manifestations of Syphilis in 
and About Joints. South. M. J., 1918, xi, 431. 


Syphilitic lesions in and about joints are much 
more common than is realized. There is no definite 
pathologic picture. The diagnosis must be made 
by exclusion. There are two classses of cases: (1) 
those in which the joint is primarily affected; and 
(2) those in which the disease spreads from the 
surrounding parts. 

The main diagnostic point in syphilitic chronic 
synovitis is the absence of pain or much interference 
with motion. Pain if present is worse at night. No 
fluid but irregular lumpy thickenings are present in 
synovia. Too much stress should not be made on a 
negative Wassermann. Outside of the X-ray, the 
luetin test is the chief diagnostic aid. 

Before arriving at a diagnosis, tuberculosis, in- 
fectious arthritis, hypertrophic arthritis, and in 
children rickets and scurvy must be ruled out. 

LisTER TUHOLSKE. 


FRACTURES AND DISLOCATIONS 


Grossman, J.: Fractures of the Elbow. J/v/erst. 
M.J., 1918, xxv, 436. 


In the Medical Record for January 15, 1916, 
Grossman reported a series of 50 cases of fracture of 
the elbow treated by the acute flexion position. 
Since that time he has collected 60 additional cases, 
making a total of 110 cases. In one case operative 
interference was necessary, because the fragment 

















was so small and the displacement so marked that 
replacement and retention was impossible. The 
fragment was removed and the patient made an 
uneventful recovery. The average time of treat- 
ment by his method was four weeks. He succeeded 
in obtaining cures in the majority and marked im- 
provement in the remainder of the series. In one 
case the coronoid process of the ulna and in five 
cases the radial head or neck was fractured. 

Fracture of the coronoid process of the ulna is 
of fairly rare occurrence, while fracture of the head 
or neck of the radius occurs more commonly and is 
frequently overlooked. . Diagnosis is made upon 
the presence of restricted pronation, supination, 
flexion and extension of the elbow and marked 
localized tenderness over the radial head. In the 
five cases reported ecchymosis and crepitus were 
absent, but swelling was present in all the cases. 
The treatment consisted in placing the limbs in 
acute flexion, and massage, passive and active move- 
ments, and baking were given ten to twelve days 
later. The synovitis present did not in any way 
contra-indicate movements on the tenth day, be- 
cause after that time had elapsed, very little fluid, 
if any, was present in the joint. 

The frequency of fracture of the elbow in children 
is due to the fact that the elbow is the point of 
diminished resistance. The lower end of the hu- 
merus is in the process of development and ossifica- 
tion and is unprepared to offer resistance to an 
unusual strain. In cases where children fall upon 
the outstretched hand, the shock is transmitted 
from the ground to the shoulder and is centered in 
the elbow, especially upon the lower extremity of 
the humerus, and the articular end is not only 
broken but the fragment usually dislocated. In 
cases of direct violence, such as falls striking the 
elbow, or striking the elbow with an object, frac- 
tures of the condyles, head, or head and neck of the 
radius, or olecranon processes are usually the result 
of the force exerted upon the affected part. 

Regarding symptomatology, there will be a 
history of an injury followed by disability and pain 
about the elbow-joint. The affected limb is usually 
supported by the other hand. The forearm is flexed, 
being held at almost a right angle, midway between 
pronation and supination. Swelling is very marked, 
especially in intra-articular fractures. Ecchymosis 
is usually present, surrounding the elbow in supra- 
condylar fractures, and in condylar fractures it is 
localized to the sides of the elbow. Manipulation of 
the elbow is extremely painful. Flexion and ex- 
tension, pronation and supination are restricted, the 
former more so than the latter. Tenderness is very 
marked, as a rule being localized to the affected 
area. Crepitus may be elicited in the majority of 
cases, but it is better to dispense with this sign, 
first, because of the severe pain which results, and 
secondly, because the diagnosis is evident without 
eliciting crepitus. One should not forget the normal 
relationship which exists between the condyles and 
the olecranon process in localizing the fracture. 
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He emphasizes a condition which is fairly common 
in children, namely, one in which a partial disloca- 
tion of the head of the radius resulting from a 
trauma to the upper extremity is present. The 
limb hangs limply at the side as if there were a 
flaccid paralysis. Slight swelling about the elbow 
may be present. Ecchymosis, crepitus, deformity, 
and false mobility are absent. Passive flexion and 
extension are not restricted. Pronation and supina- 
tion are limited. Upon extreme supination a click- 
ing sound is heard and immediately thereafter the 
child regains normal use vf the limb. 

Prognosis in fractures of the elbow is good, with 
the exception of rare cases of impaction or the in- 
terposition of the fragments in the joint where the 
intra-articular obstacle opposes reposition. These 
latter cases usually require surgical intervention. 

His technique is as follows: An anesthetic is 
given. The elbow is flexed to a right angle, and 
while extension is being made with one hand, the 
fragments are manipulated into position with the 
other. The objection to this method is that if kept 
in this position the recurrence of the deformity is 
very apt to result. Acute flexion is the only one 
that is likely to maintain the fragments in good 
position. Supinate the forearm fully and flex the 
elbow as far as it will go. This flexed position is 
maintained by means of adhesive strips and a flannel 
bandage. 

He has outlined a series of exercises for the after- 
management of these cases, which briefly are as 
follows: 

1. (a) The patient stands straight, heels to- 
gether, head straight, arms extended at the sides of 
the body, palms being turned inward; (b) arms are 
brought straight out, forming a cross with the body; 
(c) then to the side of the head, touching the ears 
and as straight as possible; (d) return in the same 
manner to a position of rest. 

2. In the same position as above, (a) start 
movements from the following position: the elbows 
close to the side, the forearm bent upon the arm, 
fists closed with the thumb side to the shoulder; 
(b) then the arms extended at the sides of the body, 
(c) then brought out to form a cross, (d) then ver- 
tically upward by the side of the head, touching the 
ears, and as straight as possible. 

3. The palms upward, the arm describes a half 
circle, to rejoin at the sides of the head; there the 
fingers cross each other, the patient stretches out as 
far as possible and brings the arms back parallel to 
the side of the body by describing a half circle in a 
vertical plane. 

4. The head straight, arms extended at the sides 
of the head, bend the trunk forward at the hips so 
that the fingers, united by their palmar surfaces, 
touch the ground; return to the previous attitude 
with the arms in the same position. 

5. The patient, standing opposite a wall and an 
arm’s length from it, stretches out the arms horizon- 
tally in front, and applies the hands flat against the 
wall; without moving his feet the patient slowly 
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brings his body to the wall by bending the arms on 
the forearms, then he slowly recovers. 

6. The patient stands straight, feet together, 
head straight; a rod or stick about four feet long is 
then grasped firmly by the hands about two inches 
or more from the ends and raised above the head, 
the hands still remaining the same distance .from 
the ends. The rod is next lowered behind the back 
as far as possible. The hands must still retain their 
position on the rod, but the elbows must be bent. 
Alternately raise and lower the rod. 

He reports four cases treated by the above method. 

He concludes his paper as follows: 

1. Fracture of the elbow occurs commonly in 
children. 

2. Males are more frequently affected than fe- 
males. 

3. Acute flexion is the best position for all 
fractures of the elbow except fractures of the 
olecranon process. These latter should be retained 
at almost complete extension. 

4. Passive motion, massage, and exercises should 
be given early, preferably beginning at the tenth 
to twelfth day and continuing until movements of 
the elbow are normal and free from pain. 

5. Displacement of the fragments must be 
guarded against when passive movements are be- 
gun, as faulty reduction causes periosteal prolifera- 
tion that may lock the joint. 

6. Fracture of the head and neck of the radius, 
while not a common condition, occurs often enough 
to be considered while making a diagnosis of in- 
juries to the elbow. G. W. Hocnrein. 


Hunkin, S. J.: Fractures of the Femoral Neck; a 
Plea for Optimism in the Treatment. Am. J. 
Orthop. Surg., 1918, xvi, 291. 


Fractures of the neck of the femur are as amen- 
able to treatment as fractures, within the joint, of 
any long bones, the author believes. And yet union 
in fractures, generally speaking, occurs in 95 per 
cent, while in fractures of the femoral neck union 
occurs in but 10 or 15 per cent. The difference is 
accounted for not by any peculiar physiological 
or pathological principles, but by mechanical 
principles alone. 

The anatomy of the joint gives rise to difficulty 
of maintaining the parts in apposition. Due to the 
angulation of the neck and the shaft, displacement 
is rapid and to the capsular limit. Therefore chance 
of repair lessens with age since the angle of the 
neck increases with the weight of years. 

The method of attempting to maintain apposition 
in a universal joint by splinting one surface of 
that joint is folly. The plan of maintaining the 
fragments in apposition by extreme abduction and 
hyperextension, as advocated by Whitman, pre- 
supposes a rotation of the femoral head from an 
angle with the shaft of 120° or 135° to 160° or 170°. 
The author’s observations prove that such rotation 
generally does not occur. Necessity decrees the 
use of some device to bridge the diastasis between 
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the fragments. Any method which secures ready 
access to the diastasis and permits accurate adjust- 
ment of some bone, metallic, or any rigid splint 
between the fragments, is all that can be secured 
by any operative procedure. 

External splinting after operation is of supreme 
importance. To obtain the best results from a 
splint, that splint must be firm, clean, easily adjus- 
ted, adaptable to the surfaces of the body, rigid, 
must control all surfaces of the joint, and have 
leverage. Plaster of Paris answers best all these 
requirements. Joun MircHett. 


. Dorrance, G. M.: Treatment of Fractures of the 


Neck of the Femur with Special Reference to 
Whitman’s Abduction Method. Penn. M. J., 
1918, xxi, 551. 

The points emphasized by the author are: (1) the 
need for a more accurate nomenclature in stating 
where the fracture is situated in the neck, as the 
treatment and results vary to a certain degree with 
the location; (2) the high mortality; (3) the great 
amount of morbidity (pain and inability to work); 
(4) advantages of Royal Whitman’s abduction 
method associated with the internal rotation of 
Hawley; (5) cases where Whitman’s method cannot 
be applied, i.e., cases of incontinence of urine or 
faeces or where large herniz are present; (6) results 
of Whitman’s method; (7) disadvantages and 
mechanical defects of extension methods. 

E. B. FREILICH. 


Gray, H. M. W.: The Treatment of Compound 
Fractures of the Femur at Casualty Clearing 
Stations. N. Y. M. J., 1918, cvii, 1181. 


Early operation is especially essential in com- 
pound fractures of the femur. If shock is pro- 
nounced, gas and oxygen is the anesthetic of choice. 
For others, spinal anesthesia with 1 ccm. of 10 per 
cent novocaine is preferred. If necessary, trans- 
fusion is performed before operation. The patient 
must be handled as little as possible, at least until 
anesthesia is in effect. 

A rope and pulley device is used for supporting the 
limb. If easily possible, both broken ends of the 
bone are made to protrude from the wound, thus 
lessening the likelihood of overlooking splinters and 
bits of septic material. 

The superficial wound is excised; the presence of 
pockets is determined and all found are opened wide- 
ly. The full extent of injury to the muscles and 
bone must be seen. 

Amputation should be performed: (1) when the 
main vessels are divided and collateral circulation 
does not exist (unless anastomosis can be accom- 
plished); (2) when gas gangrene is present in more 
than one group of muscles or in one so located that 
total excision cannot be carried out; (3) when either 
the main artery or vein requires ligature and gas 
gangrene already exists beyond the point of liga- 
ture; (4) when the sciatic nerve is hopelessly 

















destroyed; (5) when virulent sepsis exists in exten- 
sive wounds and the patient is in a bad condition. 

A circular method is employed. Then the deep 
muscle fibers are sewn over the stump. Carrel’s 
method or a pack are the desirable forms of dressing. 
Primary suture is risky; drainage should be pro- 
vided for. 

The usual principles of conservative treatment 
are in vogue. Wide excision of the superficial wound 
and all septic or devitalized tissues is done. Bone 
fragments unless completely separated are not 
removed. Perfect hemostasis is essential; dead 
spaces must be obliterated. The surface of the 
wound may be rubbed with flavine or some other 
antiseptic paste. The wound is sutured and (if in 
doubt) drainage is provided for twenty-four to forty- 
eight hours. The limb is then immobilized on a 
Thomas splint, the application of which is described 
in detail. Lister TUHOLSKE. 


Francini, M.: Diaphyseal Fractures of War (Frat- 
ture diafisarie nei feriti di guerra). Chir. di organ. di 
mov., Bologna, 1918, ii, 41. 

During his two years of service in a front Italian 
hospital Francini has treated 416 diaphyseal frac- 
tures, 85 of the arm, 77 of the forearm, 112 of the 
thigh, and 142 of the leg. There were 62 deaths. Of 
those recovered, 88 show mutilations, 46 of which 
are operative mutilations. In the author’s service 
immediate amputation is never done; but only when 
indicated by gangrenous infective processes. 

In the evolution of war fractures of the limbs, the 
greatest dangers are from shock, hemorrhage, and 
infection. These reach their maximum gravity in 
femur fractures. The earliest and most important 
infection is that of gas gangrene, and the author’s 
statistics with regard to this agree in general with 
the reports of other authors. It is a frequent and 
a very grave complication of compound fractures. 

As regards the treatment by certain authors of 
exposed war fractures by osteosynthesis, Francini 
thinks that for any one well acquainted with the 
external means of immobilization, metallic fixture 
is quite superfluous, and that what is superfluous 
is almost always to be condemned. 

All the amputations done in the author’s hospital 
were for gas gangrene. With regard to the views 
recently expressed by some French surgeons who 
advocate early amputation in severe compound 
war fractures on account of possible complications 
and ultimate disability, Francini thinks that such a 
principle would be dangerous to adopt. What is 
needed is a greater application of conservative 
treatment. In the severe and rapidly ascending 
forms of true gas gangrene, however, conservative 
treatment must yield to immediate amputation, 
which has greater possibility of success the earlier 
it is done. The virulence and rapidity of dissemina- 
tion of this process does not allow any limiting of the 
necrotic area, as in other forms of gangrene. The 
amount of limb sacrificed must be extensive and 
sufficient to leave little doubt of the result, al- 
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though it is not gratifying to the surgeon to make 
high amputations and to leave a stump of little 
value for prosthetics. Nevertheless Francini’s ample 
experience with amputations for gas gangrene and 
the evolution of this process has convinced him 
that when one segment of a muscle is attacked, the 
whole muscle is involved. Short stumps are there- 
fore necessary unless an amputation can be done 
in the thigh, the area of infection being limited to 
the leg. Not only is there a better chance of cutting 
off the infection on account of the distance, but the 
upper tissues are more resistant to the infection. 

The selective muscular site of the infection does 
not give disarticulation any advantages over a 
high amputation. The operation done by the 
author has been a high amputation with lateral in- 
cision as in a two-stage disarticulation, which favors 
elimination of secretions and necrosed tissues. 

Emphysema may in some cases be observed to 
extend above the limit reached by actual infection 
and the surgeon may even demonstrate the peculiar 
resonance characteristic of the process above the 
root of the limb, but such signs do not mean failure; 
even in such unfavorable conditions Francini and 
others have had successful results. 

Circular amputation is preferred, carried out under 
ether anesthesia. 

Taking all the circumstances into consideration 
Francini considers his results of amputation in gas 
gangrene very good. In a first series of 29, most of 
them done in 1916, there was a mortality of 24 per 
cent. Of 25 amputations in the spring of 1917, 18 
were lost but these were extremely grave cases; and 
these wounded did not reach him until after a very 
long delay because of military conditions. The 
author is unable to express an opinion on the 
ultimate results in the surviving cases. 

W. A. BRENNAN. 


Frankau, C. H. S., Drummond, H., and Neligan, 
G. E.: The Successful Conservative Treatment 
of Early Gas Gangrene in Limbs by the Re- 
section of Infected Muscles. J. Roy. Army M. 
Corps, 1918, xxx, 608. 


The experience of the authors corroborates the 
observations to which Cuthbert Wallace first called 
attention, viz.: (a) that gas gangrene has its initial 
focus in the injured muscles in all cases; (b) that the 
infection travels in a longitudinal direction in the 
muscles and there is little tendency for it to pass 
from one muscle to the other. 

In view of these facts the authors resect the in- 
fected areas so as to arrest the infection in the 
muscle or groups of muscles involved. Resection 
is contra-indicated if the main blood supply of the 
limb is cut off. Resection should extend until 
muscle is reached which has the following charac- 
teristics: (1) unchanged color; (2) normal con- 
tractility; (3) a good blood supply, as indicated by 
free bleeding from the cut surface. 

The treatment of cases after resection is carried 
out on the following lines: (1) reduction of dressings 
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to the absolute minimum; (2) constant or inter- 
mittent irrigation of the wound by some modifica- 
tion of the Carrel method. 

The remainder of the article is devoted to a report 
of cases illustrating the clinical application of the 
principles laid down by the authors. 

D. N. E1sENDRATH. 


Wight, J. S.: The Treatment of.Fractures. Am. J. 
Surg., 1918, Xxxii, 119. 

In children fracture should be differentiated 
from epiphyseal separation, coxa vara, tuberculosis, 
and osteomyelitis; in adults from coxa vara, arthritis 
deformans, tumor, malignancy, and osteomyelitis. 


Wight has done away with bone plates and silver 


wire. Screws are used in long spiral fractures. Gen- 
erally bone sutures such as chromic catgut in 
children and kangaroo tendon in adults is used 
when fixation is needed. 

In fracture of the femoral neck Whitman’s ab- 
duction method is better than Buck extension or 
long side splint. The best results are obtained with 
the bone peg and abduction in plaster. It is in- 
dicated in all operable unimpacted fresh fractures of 
the femoral neck in patients up to fifty years of age, 
and in operable ununited fractures. A fracture 
table is essential for the best results. 

Car R. STEINKE. 


SURGERY OF THE BONES, JOINTS, ETC. 


Brooke, J. A.: Fractures of the Tibia Following the 
Removal of Bone Graft. Am. J. Orthop. Surg., 
1918, xvi, 399. 

Three cases of fracture of the tibia from very 
slight injury occurring following the removal of 
bone grafts are reported. In each case the graft 
was cut by a motor saw and the tibia not split by a 
chisel in removing the graft. ; 

In two cases the bone grafts were used for. an 
ununited fracture of the radius; the third for the 
humerus. The incisions had healed promptly and 
there was no pain over this area, the patients being 
allowed to walk about at the beginning of the fifth 
week. Because of the fact that fracture of the tibia 
following the removal of a bone graft occurs after 
very slight injury, the need for support over a longér 
period than five weeks is necessary, the author 
thinks. E. C. Roos. 


Emerson, K.: Wounds of the Knee-Joint. Am. J. 
Orthop. Surg., 1918, xvi, 311. 

Wounds of the knee-joint may be classified as to 
etiology into those caused by bullets and those 
caused by shell fragments. The wounds caused by 
rifle bullets and shrapnel ball are less destructive 
by far than those caused by shell fragments. In 
the latter type there is a greater amount of tissue 
tearing and usually more dirt and septic clothing is 
carried into the wound. 

The author classifies the knee-joint wounds as to 
extent into: (a) wounds involving the capsule of the 
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knee-joint without fracture; (b) wounds involving 
the capsule with fracture of one or more of the bones 
entering into the structure of the joint; and (c) 
wounds of the bones of the joint, causing fractures 
into the joint but not involving the capsule. Under 
(a) and (b) he makes three subdivisions: (r) 
through-and-through wounds, with no foreign body 
in the joint; (2) wounds with a foreign body in the 
joint, free or embedded in bone or capsule; (3) 
wounds with a foreign body passing through the 
capsule and lodging in bone or soft parts, but quite 
outside the joint itself. Various combinations of 
these groups are met in multiple injuries. 

The simplest wounds of the knee-joint caused by 
rifle or shrapnel ball are treated by splinting and 
rest. If the effusion is great, the joint is aspirated. 
Sepsis occurs in a few cases and the joint should then 
be opened, washed out, and closed. Through-and- 
through shell-casing wounds should be operated 
upon at once, especially if there is bone injury. 
Foreign bodies lodged in the joint or adjacent tissues 
should be removed. 

In operating on the knee-joint a liberal excision 
of the skin and underlying tissues along the track of 
the wound is made. The foreign body if present is 
removed, which may necessitate a free incision of the 
capsule and a wide exposure of the joint. The joint 
is then syringed out with eusol, salt solution, Dakin’s 
solution, weak corrosive, flavine, ether, or formalin. 
A half teaspoonful of bismuth-iodoform paste is then 
inserted. The clean-cut edges of the capsule are 
sutured with chromic catgut. The overlying tissues 
are either sutured loosely or left open to granulate. 
A temporary drain is left in to take care of super- 
ficial sepsis. The limb should then be perfectly 
immobilized either with plaster of Paris or with 
splints, and moderate extension should be secured. 

The above technique is greatly complicated if 
there is extensive laceration of the capsule or espe- 
cially by fractured bones. If the patella is greatly 
comminuted, its complete removal may be neces- 
sary. Free resection of wound tracks with gouge and 
chisel must be carried out in bone, and loose frag- 
ments in the joint removed. Foreign bodies em- 
bedded in bone should be removed. When the tibia 
is involved, comminution seems to be more extensive 
and infection is more prone to occur. Where other 
bones are also involved, severe tibial injury points 
to resection. Where the bone destruction is great, 
the choice lies between excision and amputation 
above the condyles. If the crushing extends some 
distance along the shaft of either bone or if the 
popliteal vessels are gone, amputation should be 
done. If the injury admits of a classical excision 
through practically uninjured bone, primary re- 
section should be done. 

In the after-treatment of these cases, extreme 
extension should be avoided. If the knee swells, 
aseptic tappings or a series of tappings are indicated. 
After the danger of infection has passed, motion, 
together with baths and massage should be instituted 
at the earliest possible mometn. 














Septic knee-joints may be opened, washed out, 
and sutured. This procedure is usually not sufficient 
and the alternatives are resection of the joint, 
drainage, and amputation. Resection of a thor- 
oughly infected joint often causes death due to an 
already started osteomyelitis or general sepsis. If 
the joint is to be drained, free exposure is necessary. 
Carrel tubes should be introduced so as to flush com- 
pletely every part of the synovial surface with eusol. 
Finally, the leg should be put in a Thomas splint 
with a fair amount of extension to separate the joint 
surfaces and to facilitate washing. E. C. Roos. 


Riely, C.: An Operation Which, in Selected Cases 
of Infantile Paralysis of Long Standing, Causes 
Return of Power in the Paralyzed Muscles; 
Report of Cases. Am. J. Orthop. Surg., 1918, xvi, 
300. 


Concluding from experimentation that the curves 
and projections of long bones act as levers in bring- 
ing about movements of parts at a distance and 
that in paralytic deformities abnormal positions 
interfere with transmission of power, the author 
devised an operation to overcome such abnor- 
malities. 

The operation consists in exposing the origins 
and insertions of muscles that are paralyzed or 
allow the greatest deformity, drilling a hole through 
the bones at these points, and passing paraffined 
braided silk through the holes and along the sheath 
of the paralyzed muscles, thus connecting origin 
and insertions. The silk serves to correct the 
deformity and permit the return of function in 
the overstretched or overrelaxed muscle. The 
operation is still in the experimental stage, hence 
the author is not certain when to remove the silk. 

From the number of cases cited, results seem 
satisfactory. Joun MITcHELL. 


Taddei, D.: The Treatment of War Infections of 
the Joints in Interior Hospitals (La cura delle 
infezione articolari di guerra nell’ ospedali ter- 
ritoriale). Chir. d. organ. di mov., Bologna, 1918, ii, 
103. 

Taddei’s opinions on war surgery of the joints 
are based on his extensive experience in one of the 
large Italian territorial hospitals. He reviews the 
various treatments in vogue for infected wounds, 
arthrotomy, synovectomy, typical and atypical 
resection, disarticulation, etc. 

Arthrotomy, the operation most currently prac- 
ticed for infected joint wounds in civil practice, has 
but few indications in war surgery. Its results are 
generally unsatisfactory, and Taddei has observed 
that amputations for infected joints were all in 
those who were primarily arthrotomized. The ex- 
posure of the infected surface is incomplete; removal 
of foreign bodies, bone chips, etc., is limited; and 
drainage is insufficient. 

The Carrel treatment applied to articular infec- 
tions treated by arthrotomy is useless, if not danger- 
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ous, because precious time is lost in trying to obtain 
a result which only more rational treatment can give. 
Arthrotomy is only indicated in cases where there is 
no retained projectile or where a retained projectile 
is easily accessible; but even then it is better to open 
up the tract by a classic incision. Arthrotomy when 
done should be associated with synovectomy. 

After arthrotomy, atypical resection is most com- 
monly done when there is a partial lesion of the 
articular head. It appears to the author to be in- 
advisable, as it has all the disadvantages of a typical 
resection and favors ankydosis. 

Taddei thinks that typical resection has the most 
indications and gives a good orthopedic result, 
especially in those cases in which the projectile has 
caused a suppurative arthritis, with fracture of the 
articular heads. The technique of the resection 
should provide large incisions giving sufficient access; 
it should be subcapsuloperiosteal; the bone section 
ought to be limited as much as possible; if only one 
articular head is sectioned, the cartilage of the other 
should be removed to prevent its necrosis; if the 
incision does not suffice, a specially low drainage 
incision should be made, gauze drains rather than 
rubber tubes being used. 

The postoperative measures advocated are: (1) 
complete immobilization in fenestrated plaster 
apparatus; the shoulder in abduction; the elbow at 
an angle slightly less than a right angle with ab- 
ducted shoulder; the fingers in extension; the knee 
in extension; the ankle in flexion a little less than a 
right angle; (2) there should be as few dressings as 
possible, done only for pain, fever, bad odor, etc.; 
during a dressing it is well to apply an elastic con- 
stricting band above to compress the principal 
artery; blood loss from granulating surfaces is thus 
avoided; (3) the first dressings are always made 
under ether narcosis and the author attributes a 
part of his good results to this; the gauze drains 
ought to keep the superficial wound largely open; 
thick folds are preferable to long strips which favor 
fistula; (4) the immobilizing apparatus is removed 
when suppuration ceases and the temperature is 
normal for ten to fifteen days. 

If in spite of treatment temperature does not fall, 
suppuration persists, and the patient is depressed 
and shows an intense albuminuria, amputation 
should be done. Taddei warns against the results of 
economic operations in infected joint injuries. 
Although slight intervention sometimes gives suc- 
cess, many are exposed to danger by this procedure. 
The fact that surgery of infected joints is difficult 
and delicate is not a reasonable objection for it to 
be avoided or insufficiently carried out. 

W. A. BRENNAN. 


Zorraquin, G.: Osteoplastic Disarticulations 
(Desarticulationes osteoplasticas). Rev. Asoc. méd. 
argent., Buenos Aires, 1917, XxXvil, 1030. 

Zorraquin describes his technique for osteo- 
plastic disarticulation. He divides it into ten 
operative stages as follows: 
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(1) Skin of fascia incision; (2) muscular section 
and' hemostasis; (3) disarticulation; (4) diaphyseal 


resection; (5) plastic and osseous suture; (6) 
periostic suture; (7) muscular and tendon suture; 
(8) suture of skin; (9) drainage; (10) immobilization. 

The details of each step are described and illus- 
trated. A circular section is preferred. The mus- 
cular mobilization must be sufficient for haemostasis 
and disarticulation; it must permit resection of the 
diaphysis, as well as suturing over the displaced 
epiphysis those muscle groups the function of which 
is to be preserved. The diaphyseal bone resection 
is subperiosteal. Zorraquin’s report does not 
refer,to any particular articulation. 

W. A. BRENNAN. 


Stassen, M.: Kineplastics and Prosthetics (Plasti- 
que et prothése cinématiques). Arch. méd. belges, 
1918, xxi, 657. 

Stassen defines kineplastics as the art of modelling 
the bones and soft parts of amputation stumps so 
that an amputated patient can by means of his 
muscles and tendons voluntarily and directly govern 
the action of different segments of an artificial limb, 
thus approaching as far as possible the normal state. 
The method is especially of Italian origin, Vanghetti 
having been the first to publish the theory in 1898. 

Although a large number of articles by Italian 
authors have been written, the question of kine- 
plastic prosthetics has to a large extent been ignored 
by other European as well as American surgeons. 
According to Vanghetti there are combined in 
orthopedic surgery: (1) a static element of equilib- 
rium; (2) a dynamic element of force; and (3) a 
cinematic element of motion. These three elements 
combine their effects in variable proportion accord- 
ing to the limb. In the lower limb the static and 
cinematic elements predominate; in the upper limb 
the dynamic and cinematic. An artificial leg ought 
to permit well balanced movements, while an 
artificial arm is called on to execute movements 
in which the subject can exert much force. 

The extremity of an amputation is called a 
“plastic motor;”’ it is this motor which under the 
action of muscular contractions puts the different 
mechanisms of the prosthetic piece into play. Thus 
for instance in a forearm amputation, by suturing 
the extensor and flexor muscles end-to-end at the 
extremity of the stump and isolating them in 
cutaneous jackets, a contractile muscular loop is 
formed which allows the subject to direct the 
movements of an artificial hand. 

The ideal in other methods of amputation had for 
ts end the creation of a good anatomical stump 
alone. Vanghetti on the other hand tries to obtain 
a stump of maximum value physiologically, and 
toward this end the formation of the stump is an 
operation of several stages. 

There are three fundamental types of plastic 
motor: the knob or club (massue), the loop (anse), 
and the knob-loop (anse-massue); but the form and 
number of motors vary infinitely. Thus Putti re- 
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cently in a hand disarticulation obtained excellent 
results by creating a diaphyseal nearthrosis, a 
veritable cinematic pseudo-carpal, at the extremity 
of the forearm, which could be moved by con- 
tractions of the flexor and extensor muscles. Putti 
also showed the latest progress and the wonderful 
results obtained in the prosthetics of the amputated 
following the kineplastic principles of Vanghetti. 
Stassen is surprised that these principles of Van- 
ghetti have not received more attention than they 
have from surgeons in the allied armies, but he hints 
that perhaps this is due to the fact that there is not 
sufficient collaboration between surgeons and 
prosthetists. There should be no difficulty as re- 
gards amputations being made at the front, with the 
idea that the patients undergo later such operations 
as may be necessary for the creation of suitable 
plastic motors. 

The functional re-education of the amputated is a 
problem which demands the co-operation of all 
concerned, and the surgeon at the front has not the 
least important part. Vanghetti’s ideas ought to be 
taken into most serious consideration in view of the 
enormous number of mutilated who will be left at 
the end of the war. Stassen therefore pleads strenu- 
ously for special attention to the new applications 
of surgical science which will give those mutilated 
the best restoration of their functions. 

W. A. BRENNAN. 


Vanghetti, J.: The Theory of Plastic Motors for 
Kineplastic Prosthetics (Sur la théorie des mo- 
teurs plastiques pour prothése cinématique). Arch. 
méd. belges, 1918, 1xxi, 663. 

Vanghetti states that although his theories have 
been published and well known for nearly twenty 
years, yet recently Sauerbruch published in Ger- 
many a book on the subject of kineplastics in which 
this author gives to a Swiss engineer the credit of 
having originated the method during the present 
war, thus showing himself ignorant of the Italian, 
French, English, and even some German literature 
on the subject. 

According to Vanghetti, every kineplastic opera- 
iton is based on this principle of muscular limb 
surgery: that the limb is a collection of individual 
muscles which according to the circumstances are 
capable of functioning alone or of being substituted, 
either alone or combined, for others among them- 
selves which have for any cause been eliminated; 
and that such substitution may happen even in 
cases where the functions are anatomically opposed. 
The principle is that in an amputation or dis- 
articulation a tendon or muscle with physiological 
protection can serve for kineplastic prosthesis when 
it is attached to an apparatus. 

The author explains practical kineplastics and the 
formation of plastic motors in the stump. Such a 
motor may be terminal, lateral, or extra-segmental, 
according to its position on the stump. There are 
three types; the loop, the knob, and the loop-knob. 
The knob is a thickened protuberance which is 














formed on the extremity of muscles, tendons, or 
aponeurosis, and above which a ring or other fixture 
can be applied to exercise traction on the prosthetic 
apparatus. The loop is a natural or artificial re- 
union of tendon, muscle, or aponeurotic branches 
in such a way that a space is formed in which a lace 
can be inserted. Each method has its advantages 
and disadvantages. 

He states the principle that if there are two 
muscles with possibly antagonistic reciprocal actions 
united either in a loop or knob, it is possible to 
communicate a double alternative movement to the 
prosthetic apparatus from a single point of attach- 
ment. Thus plastic motors may be either unimotor 
or plurimotor. 

Vanghetti discusses the advantages and dis- 
advantages of muscular, tendinous, and aponeurotic 
plastic motors and arrives at the conclusion that 
the alternating tendon and aponeurotic loop is at 
present the ideal motor. He gives a number of 
schematic figures explaining various types of plastic 
motors. With regard to amputation with the im- 
possibility of further surgery after the incision, he 
thinks that in general the amputation of Celse is 
best adapted to kineplastic surgery. 

W. A. BRENNAN. 


Pellegrini: The Technique of Kineplastics (Con- 
tribution a la technique de la plastique cinématique). 
Arch. méd. belges, 1918, 1xxi, 675. 


Pellegrini describes the technique of kineplastics, 
with or without re-amputation and shortening of 
the stump. It consists essentially in incision of the 
skin and subcutaneous tissues in the vicinity of the 
stump extremity, mobilization of the tendons and 
muscles, and their formation into a motor with the 
necessary cutaneous plastics. 

Four variations in the execution of this technique 
are described in detail and illustrated with several 
figures. Those interested should consult the original 
work, as it does not lend itself to an abstract. 

W. A. BRENNAN. 


Pieri, S.: Kineplastic Amputation in War Surgery 
(L’amputation cinématique dans la chirurgie de 
guerre). Arch. méd. belges, 1918, lxxi, 688. 


Pieri writes of kineplastic amputation from the 
viewpoint of the military surgeon. He thinks the 
method finds its greatest indication in cases of 
mutilation of the upper limb. In war surgery the 
problem may present itself as a question of primary, 
secondary, or tertiary kineplastic procedures. The 
injury may be such that it calls for immediate 
amputation, in which case a kineplastic amputation 
will be done. Pieri however thinks that this is in 
general impracticable and that the primary opera- 
tion should only be one which favors a later secon- 
dary operation. 

In this primary operation no attention is given 
to regularity and symmetry preserved at the ex- 
pense of healthy tissue. As much of the skin as 
possible is preserved. The bone is cut above the 
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level of the retracted soft parts and sutures are 
avoided. The stump is subjected to rigorous inter- 
mittent antiseptic irrigation to avoid suppurations. 
When the evolution is normal, traction is applied 
to the soft parts in order to prevent muscular re- 
traction and to obtain a stretching of the skin strips. 

While these are the general rules, special post- 
operative treatment is applied according to the 
type of mutilation and the part amputated. The 
author describes these measures for the shoulder, 
arm, elbow, forearm, and hand. 

Tertiary kineplastic operations are done in cases 
where the primary amputation was done according 
to the classic procedures. The different modes of 
effecting this, practiced by various surgeons, are 
referred to. Generally it is advantageous to do a 
tertiary operation, as the area worked in is aseptic 
and there is an abnormal disposition of the muscles, 
etc., which can be taken advantage of. The more 
recent the amputation the better, before any of the 
muscular tissues have become subject to atrophic 
changes. Pieri details the procedures for the different 
regions and gives a number of photographs of re- 
sults obtained in his war work. W. A. BRENNAN. 


Putti, V.: Kineplastic Amputations. Lancet, Lond., 
1918, cxciv, 791. 

The medical literature of Italy, Germany, and 
Austria amply discusses the fundamental theories 
of “kineplastic amputations” which were so ably 
brought forward by Giuliano Vanghetti, the original 
exponent of these principles, but the French, 
English and American literature contains very few 
if any allusions to the subject. In 1896 Vanghetti 
first conceived the idea of conserving the functional 
resources of the stump so as to convey movement to 
the artificial limb. He wrote and published many 
articles on what he had named “kinematic amputa- 
tion,” but was prevented from putting his theories 
into practical application so that prior to the present 
war the number of cases of kineplastic amputations 
did not exceed twenty. 

The word kinematization is applied to the active 
mobilization of such muscles as are involved in 
amputations with the idea of later vitalizing the 
artificial limb. Motor flaps are formed of the 
muscles and tendons which may act independently 
of the stump, and may be at the end (terminal) or 
in the continuity of the stump (extratermina]l). 
Motor flaps are more easily formed in the upper 
limb and this therefore has more frequently been 
kinematized, but the number of successful cases 
of kinematization of the lower limb is increasing. 

The application of kinematization upsets all 
ordinary methods of amputation. There must be 
preserved the greatest possible amount of bone 
as well as the motor masses and integuments. Skin 
flaps, muscular insertions, various bone and ten- 
dinous fragments which would seem utterly super- 
fluous under ordinary circumstances for the prep- 
aration of ordinary stumps are to be considered of 
the greatest value in kineplastics. In many in- 
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stances on the battle front it is impracticable to 
perform primary kineplastics, but in such the re- 
traction of the softer tissues must be guarded against 
so that a subsequent application of the principle may 
be successfully carried out. 

A motor flap must (1) possess every requisite for 
withstanding a firm, resisting and painless grip, 
also a traction that sometimes attains a high de- 
gree; and (2) it must be provided with a sufficient 
amount of functional muscular tissue to guarantee 
the accomplishment of the task that will be de- 
manded of it. The flap must be covered with skin 
in perfect condition, well nourished, and provided 
with a normal degree of sensibility. It must also be 
of suitable size for the fastening of hooks, wings, and 
rods that are destined to transmit the pos ngs 
movement of the artificial limb. As the tendon is 
the element best adapted for the transmission of the 
muscular contractions, it must be largely used for 
the formation of the terminal motor flaps, or by 
tunnelizing the muscular masses extraterminal 
motors are formed. 

In order to supply such materials as may be miss- 
ing in loco recourse may be had to the numerous 
methods of transplantation of skin, muscle, apo- 
neurosis, or bone. Arthroplastics, with  inter- 
position of aponeurotic flaps, may render stiff and 
ankylosed stumps usable. The difficult prosthetic 
problem of gaining power over the knee-joint has 
been solved by successful kinematization of the 
quadriceps; also the carpal stumps, the very short 
forearm stumps, and the disarticulation stumps are 
capable of good functional movements due to 
kineplastics. 

The action of the flexor and extensor muscles of 
the forearm may be transmitted to the artificial 
limb by means of metal rings covered with vul- 
canized rubber. These are placed at the ends of the 
finger-like motor flaps and gradually tightened until 
held firmly, to which the fingers of the artificial hand 
are attached. In another type of motor flap the 
tendons of the flexor and extensor muscles are 
brought together in such a manner as to form a ring 
or loop which is covered with skin, through which a 
rod is placed to be attached to the artificial limb. 
Experience has proved that if the motor flap is well 
placed, if the skin that covers it is healthy, and:if 
the wounds are absolutely healed, neither the rings 
nor the rod cause the slightest pain nor do the least 
harm. The ring is supplied with a screw by which 
the injured man may regulate the pressure on his 
finger-like motor flap. The rod should be removed 
at least once in twenty-four hours in order to clean 
it with alcohol and lubricate it with vaseline. 

The sensibility and muscle sense of the flap when 
first made is greatly altered but improves upon use 
until even a keener sense than normal is developed. 
The patients best adapted for this class of procedure 
are those between twenty and thirty years of age, 
who are intellectually keen, and can adapt them- 
selves to their newly formed members. Diligent 
training is required to cultivate the muscles to 
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accurately and untiringly take up their new work. 
It is essential that the artificial limb be suitable for 
the stump and for the work demanded of it. 

While the idea of kinematization is twenty years 
old, yet it took the present war to bring out its 
development. Prior to this the Italians had used it 
almost exclusively. Lately the Germans have 
created an admirable scientific organization, but 
have contented themselves with the development of 
a single type of motor flap although the possibilities 
have been proven to be much greater. 

The author concludes that: 

1. Kineplastics are entitled to be placed among 
the most brilliant of the discoveries of orthopedic 
surgery, deserve to be accepted with confidence, and 
tested on a large scale by those whose aim it is to 
restore to the disabled man his functional activity. 

2. The preparation of motor flaps is a well defined 
surgical act that must be performed in accordance 
with its own technique, the methods of which have 
already stood the test of experience. 

3. Motor flaps are capable of giving both the 
quality and quantity of action determined by their 
muscular masses that actuate them, yet the arti- 
ficial limb must fit perfectly and be of the proper 
strength. 

4. The surgeon and the mechanic must work in 
harmony to satisfactorily solve this interesting and 
difficult problem of vitalization of the artificial 
limb. P. W. SWEET. 


Yergason, R. M.: Tendon Transplantation to 
Stabilize the Hip-Joint. Am. J. Orthop. Surg., 
1918, xvi, 323. 

As a subsitute for the paralyzed gluteus maximus 
muscle, the author offers the substitution of the 
semimembranosus in order to stabilize the hip-joint. 
The size of the tendon of the semimembranosus, 
its strength, and the short distance between its 
attachments serve to prevent stretching. 

By way of preparation a plaster-of-Paris cast 
is made of the leg extending from the toes to the 
nipples. This cut is so as to form an anterior and 
posterior splint. With the patient supine in the 
anterior half of the cast, and the posterior removed, 
the operation is performed. 

An incision in the median line of the posterior 
aspect of the thigh is made from a point slightly 
above the gluteal fold extending downward three 
or four inches. A second incision is made just 
behind the upper end of the shaft of the femur on 
the outer aspect. 

Through the first incision the operator finds be- 
tween the long head of the biceps and the semi- 
tendonosus the tendon of the semimembranosus. 
This is freed by blunt dissection as far as possible 
beneath the long head of the biceps and as far 
down as the point at which it joins the muscle. 

Through the second incision the operator draws 
aside the biceps and drills a hole from without 
inward and upward through the gluteal ridge of 
the femur just anterior to the gluteus maximus. 




















The freed tendon of the semimembranosus is then 
pulled through the hole in the femur and sutured 
to itself. The cut fleshy belly of the semimembran- 
osus is sutured to the belly of the semitendinosus 
and both wounds closed. The posterior half of the 
cast is then applied. 

Upon recovery a certain amount of adduction 
and abduction are possible, although the patient 
must sit without flexion of the hip. 

Joun MITCHELL. 


Caforio, L.: Free Adipose Transplant as a Method 
of Filling Bone Cavities (Sui trapianti liberi di 
adipe quale mezzi di impiombatura delle ossa). 
Riforma med., Napoli, 1918, xxxiv, 182. 

The author states that only 45 cases of fat grafts 
used to fill bone cavities are reported in inter- 
national literature. Only 16 of these were followed 
by positive results. He reports a successful case 
which he believes is the first attempt in Italy to fill 
with fat a large cavity. 

The patient was a wounded soldier, the middle 
third of the tibia having been badly fractured by 
a shell. As the wound did not heal after several 
months and showed a fistulous tract terminating in 
an osteitic cavity, the author determined to clean 
out the cavity and to fill it with a free autoplastic 
fat graft. After opening up the fistulous tract and 
completely curetting the cavity, a piece of fatty 
tissue about the size of a mandarin orange was 
removed from the right buttock. This was gently 
inserted into the bone cavity, taking care that 
it was in good contact with all recesses without 
traumatizing it. A rubber drainage tube was placed 
with posterior contra-aperture, and the wound 
closed. The man made a rapid and excellent re- 
covery; 43 days after operation there remained only 
a few granulating islets to be epithelialized. The 
patient may be considered as completely cured, 
without the least trouble in locomotion. 

The author reviews briefly the literature. He has 
made a number of experiments on rabbits to test the 
action of fat grafts in filling cavities, and their 
ultimate fate. The site selected for experiments 
was the superior tibial epiphysis. In this region the 
periosteum was carefully stripped open and the bone 
hollowed out without producing a fracture. The 
cavity was then filled with fat tissue removed from 
the inguinal region of the same animal, over which 
the periosteum was again sutured with very fine 
silk. Eight such experiments were made, the 
animals killed, and the site of the transplant care- 
fully removed. The details in each case are fully 
given. 

The study of the microscopic preparations from 
these experiments, while it does not give wholly 
uniform findings, gives two important conclusions: 
(1) that the fat graft does not remain in situ as such; 
(2) that it is totally substituted by a new osteoid 
tissue. 

It is of great interest to surgeons to find that there 
is a definite replacement of the graft by bone. While 
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Makkas had noticed that the osteogenetic process 
was extremely slow, yet in Caforio’s cases there was 
no trace of the transplant twenty-three days after 
operation. Caforio gives two reasons for this 
rapidity of action in his cases: (1) the species of the 
animal, bone regeneration being very rapid in 
rabbits; and (2) the size of the cavity filled. In 
Makkas’ cases the cavity was the size of a cherry or 
of a nut; in Caforio’s, the size of a pea. 

There can be no question of the elimination of the 
graft in these experiments. The author, from the 
manner of healing, placed all doubt aside as to com- 
plete resorption of the graft. The experimental and 
clinical results lead him to conclude that fat 
grafts are absorbed and replaced by bone tissue; and 
that as a matter of practical surgery such grafts 
should be of immense service, especially in the many 
cases arising out of the present war. 

W. A. BRENNAN. 


Margarit, F.: A New Method of Section or Re- 
section of the Superior Extremity of the Tibia 
(Nuevo procedimiento para la seccion o reseccion 
de la extremidad superior de la tibia). Gac. méd. 
Catal., Barcelona, 1918, lii, 44. 

Margarit had a case of genu valgum in an adult 
on which various procedures had been previously 
tried without any satisfactory result. In this case 
the deformity was due to a strong outward deviation 
of the leg which did not depend on any alteration 
in the direction of the femur nor of the glenoid sur- 
faces of the tibia; there was a strong incurvation of 
this bone alone, the central point of rotation being 
scarcely three or four centimeters from the superior 
articular surfaces. 

Having found no satisfaction in any of the classical 
methods, Margarit made cadaver experiments and 
devised the following, which he carried out on the 
patient: The skin, fibrous tissues and periosteum 
were incised and the latter turned back; the bone 
was cut beneath the articulation and then placed 
in correct position so that it could be calculated what 
amount of excess bone should be removed in correct 
alignment. This bone wedge was then sawed out, 
and the periosteum and the tendon sutured, after 
hemostasis. The limb was immobilized for two 
months, then subjected to passive and active move- 
ments. An excellent result was obtained. The au- 
thor discusses whether the section of the bone 
ought to be horizontal or oblique for certain cases. 

W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Jones, R.: The Problem of the Disabled. Am. J. 
Orthop. Surg., 1918, xvi, 273. 

Today in England wounded and disabled men 
form a large and serious: proportion of the popula- 
tion, and they must be helped to remain an essential 
part of the economic man power of the nation, 
independent producers and wage-earners, and not 
helpless dependents. 
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Fully 50 per cent of the wounded men in this 
war suffer from injuries, the proper treatment of 
which depends on the employment of methods 
commonly adopted by orthopedic surgeons. 

Orthopedic centers have been founded in various 
parts of England, and as far as possible, have been 
manned with young surgeons who have sufficiently 
flexible minds to keep pace with, and improve 
modern methods. They are trained to do the most 
delicate operative work, but also trained to recognize 
the possibilities of recovery without recourse to 
operation. Each center is designed so that every 
special department is represented, and each is 
presided over by a specially trained surgeon. 


Orthopedics in relation to military surgery is the’ 


treatment by operation, by manipulation, by recon- 
struction, and by re-education of disabilities to arms 
and legs arising from injury or disease. The or- 
thopedics of the war may be divided into: (a) 
preventive, and (b) corrective. The latter group of 
cases occupy the energies of the surgeons at home. 
The choice of treatment must be determined by 
many unexpected factors if the patient is to resume 
his ordinary life or desires a new calling. He must 
be consulted in the matter. 

Curative workshops are to be found in all the 
centers, the governing principle in regard to curative 
work being founded on the well-grounded belief 
that active movements, which mean voluntary 
movements, are of infinitely greater value than 
passive movements in the mobilizing of joints. The 
exercises practiced in these workshops are of two 
kinds, the direct and the indirect. The direct 
curative work has often to be especially devised. A 
screwdriver may be employed to supinate the arm. 
In the indirect method, a stiff ankle may be un- 
consciously used when sawing wood. 

The surgeon is now able to think in terms of 
function, and is not forced to think in terms of 
merely saving life. The suitable cases should be 
brought directly to these centers from the front, in 
order that deformity may be anticipated and pre- 
vented. 

The men discharged from the hospitals either 
rejoin the army or enter civil life as pensioners. 

The primary function of a military hospital is 
to send men back to the army. A recent analysis 
shows that 75 per cent of cases are returned to the 
army. 

The patients discharged from orthopedic centers 
to civil life are divided into two groups, consisting 
of: (1) partially disabled, who require further 
treatment of an orthopedic kind; and (2) those who 
require a certain amount of treatment of a general 
kind. The pensions authorities follow up each 
patient after his discharge into civil life and super- 
vise his further treatment. Pensions hospitals are 
essential unless the out-patient departments are 
affiliated with the orthopedic centers. 

An out-patient department should be provided for 
out-patient treatment where massage, electro- 
therapy, and hydrotherapy can be _ obtained. 
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Facilities for re-education and training should be 
at hand. Employment bureaus should be estab- 
lished for these pensioners and every effort made 
to get them into a suitable and profitable industry. 
E. C. Roos. 


Sgobbo, F. P.: The Action of X-Rays in the Forma- 
tion of Bone Callus (Azione dei raggi X nella 
formazione del callo osseo). Riforma med., Napoli, 
1918, Xxxiv, 282. 


The author gives the details of 8 experimental 
studies to note the effects of X-rays in the healing 
of fractured limbs of dogs. 

The only work along this line which the author 
is able to trace is that of Cluzet and Dubreuil, who 
in 1913 found by experiments on dogs that strong 
X-ray irradiation made before and after fracture 
notably retarded the formation of callus and con- 
solidation of the fracture. Sgobbo’s researches have 
in every way confirmed these findings; while with 
strong doses alone Cluzet and Dubreuil saw a 
retardation in the consolidation and formation of 
callus, Sgobbo by using minimum varying doses 
obtained, according to the dosage, retardation, 
limitation in the development, or even absence of 
callus. Even a single minimum dosage has effected 
retardation. The question as to whether the dos- 
age of X-rays used in practice for radioscopic or 
radiographic research gives a similar result is now 
being investigated by Sgobbo; also the manner in 
which the harmful action of X-rays is exerted on 
the various elements concerned in the formation of 
callus. 

Twenty-two illustrative figures accompany the 
article. W. A. BRENNAN. 


Newman, R.: The Treatment of Flat-Foot. NV. Y. 
M.J., 1918, cvii, 978. 


Flat-foot is a flattening of the arch usually with 
abduction and eversion of the foot. All those con- 
ditions which induce a disproportion between the 
weight of the body and the strength of the muscular 
and ligamentous tissue, diseases and injuries which 
alter the relation or shape of the bones, tend to 
produce flat-foot. The commonest causes are: 
improperly fitting shoes, prolonged standing, rapid 
increase in weight, general ill health, prolonged 
disease of the foot resulting in muscular weakness, 
infantile or other forms of paralysis, rickets, Pott’s 
fracture, and arthritis of gonorrhoeal origin. 

The author reviews the well known symptoms of 
flat-foot. He states that in static cases due to 
disproportionate weight, the application of a flat- 
foot plate, massage, electricity to strengthen the 
muscles, and exercises are indicated. The plate 
should be removed when the symptoms have dis- 
appeared. Rest in bed and later the application of a 
plaster cast is beneficial when the foot is too tender 
for the use of a plate. 

Where eversion is well marked, a steel bar running 
up the outer side of the leg and supplied with a 
strap which passes around the internal malleolus 




















and pulls the ankle out should be applied. Plates 
and supports are useless unless the deformity can be 
corrected. If the foot is fixed in deformity, an 
anesthetic may be given and the deformity over- 
corrected with the hands or a club-foot wrench, 
and a plaster cast applied. 

Paralytic cases are treated by transplantation 
of tendons. The peroneus brevis is passed under the 
tendon achillis and attached to the scaphoid, and 
the peroneus tertius is attached to the same point 
after being passed beneath the anterior tendons. 


SURGERY OF THE 


Ware, M. W.: Contracture of the Bladder Due to 
Spinal Injury. Azn. Surg., Phila., 1918, Ixvii, 533. 
The author reports a case of spinal fracture with 
subsequent contracture of the bladder cured by 
laminectomy. November 9, 1916, the patient fell 
from a ladder, sustaining fracture of both ankles, 
and was removed to the hospital six hours later. 
Retention necessitated catheterization the following 
morning, and thereafter for six weeks. There was no 
paralysis of the limbs; X-ray of the spine was 
negative. The fractured ankles healed well in a 
cast. Retention gave way to true incontinence. 

The author was first called to see the case on 
January 5, 1917. The patient was greatly emaciated; 
temperature was 102°, pulse 102. Urine was pain- 
fully voided, foul smelling, and mixed with blood 
and pus. The bladder was very tender. There was 
spasticity of the muscles in the left half of the 
abdomen and the lumbar region. No anesthesia, 
paralysis of the limbs, or loss of reflexes was observed 
at this time. The possibility of spinal fracture was 
entertained as a cause of the isolated bladder dis- 
turbance. A permanent catheter was not tolerated. 

Treatment consisted of bladder irrigations, and 
in a few days suprapubic cystotomy. ‘The bladder 
wall was half an inch thick; the capacity was barely 
30 ccm. The patient’s general condition improved, 
and in two weeks the urine cleared and the drain was 
removed. An indwelling catheter was then tried to 
bring about complete closure of the wound, which 
occurred in one week. The patient, however, could 
not retain the smallest quantity of urine for any 
length of time, and in sleep was incontinent. Urina- 
tion was no longer painful. The bladder could be 

istended to 60 ccm. 

Four weeks after operation the patient was up, 
able to walk, and gained in weight. Examination 
showed marked tenderness over the dorsolumbar 
region of the left side, and a slight kyphosis embrac- 
ing the last dorsal and upper lumbar vertebra. A 
small butterfly-shaped area of anesthesia in the anal 
fold extended forward to the scrotum. There was no 
dissociation of heat and pain sensation; also an 
absence of cremaster reflex, and slightly increased 
left patellar and left abdominal reflexes. X-ray, 
particularly the lateral view, showed compression 
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The extensor longus pollicis or the tibialis anticus 
may be passed through a hole bored in the scaphoid 
and turned back to be sutured to the periosteum. 
When the condition is osseous, a wedge of bone 
may be removed from the inner side of the tarsus. 
Osteotomy of the neck of the os calcis and astragalus, 
removal of the scaphoid, supramalleolar osteotomy, 
longitudinal section of the os calcis with displace- 
ment downward of the posterior fragment, all have 
been resorted to with reports of success in several 
cases. FE. C. Roos. 


COLUMN AND CORD 


fracture of the bodies of twelve dorsal and one 
lumbar vertebra. Operation was advised for pos- 
sible relief of the pressure. 

Laminectomy was done February 3, 1917. The 
spinous processes and lamin of the twelfth dorsal 
and the first, second and third lumbar were removed 
down to the articular processes. Pulsation of the 
cord was perceptible through the dura. On opening 
the dura the cord was seen to be angulated, cor- 
responding to the altered position of the fractured 
vertebrae, the height of the angle being at the level 
of the first and second lumbar vertebra, correspond- 
ing in the cord to the location of the conus. There 
were no hemorrhages in the cord and no excessive 
amount of spinal fluid; the pial vessels were normal. 
No injury to the nerve roots was visible, and no 
loose fragments of bone. 

Instead of resuturing the dura, a fascial graft was 
interposed. Retention now set in, therefore the pa- 
tient was catheterized with daily irrigations. On 
the third day the suprapubic wound opened. The 
patient was discharged four weeks after operation, 
able to walk freely and to void small quantities of 
urine. There was no postoperative paralysis of the 
limbs or the rectum nor undue abdominal distention. 
A complete return of urinary function occurred one 
year later. The sexual function continued normal. 

The summary calls attention to the prominent 
dysuria, due to a spinal fracture which escaped early 
detection. Subsequent radiograms at the correct 
level gave positive findings. The phases of dysuria 
were exhibited in a manner and sequence char- 
acteristic of spinal cord injury, first, with atony, 
attended with overflow incontinence; then true in- 
continence without ardor urine; and finally the 
hypertonic bladder. Operation relieved all urinary 
disturbances. ‘The author believes this case to 
establish beyond any doubt that bladder innervation 
centers in the conus. E. A. Printy 


Brackett, E. G., Mixter, W. J., and Wilson, J. C.: 
Operative Treatment of Fracture of the Spine 
Uncomplicated by Cord Injury. Ann. Surg., 
Phila., 1918, Ixvii, 513. 

The object of the study which has been made in 
the series here reported is to determine by a com- 
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parison of the results, in non-operative and operative 
cases, whether it is advisable to recommend opera- 
tive procedures in cases of fractured spine; and if so, 
in which cases and when. Both fresh and old cases 
have been included. The cases have been studied 
with reference to the types of injury to the spine, 
the period of partial or permanent disability, and the 
symptoms which accompany it, as well as the effect 
of the mechanical treatment by fixation and support. 
The prolonged disability in cases of fracture of the 
spine has been mentioned by many authors, but the 
treatment advocated has been conservative and 
mechanical in a very great majority of cases. 

The cases in this series include only those which 
had no or only temporary nerve symptoms, and in, 
which the repair of the spinal column alone was in 
question. ‘Twenty-seven cases of fracture were 
studied; of these 10 were of the dorsal and 17 of the 
lumbar spine; and of this total number, 9 were 
operated upon. The character of trauma varied 
greatly. Disability because of pain was immediate 
in all except one. Severe local pain and tenderness 
were constant factors. Pain referred down one or 
both thighs was frequent, and occurred in a large 
proportion of the lumbar fractures, while in those 
of the dorsal the pain seemed more commonly to be 
local. Tenderness over the point of fracture was 
found in every case, and the symptoms were all 
largely relieved by recumbency. The presence of 
deformity was practically constant, kyphosis pre- 
dominating. The motions of the spine were limited 
and attended by muscle spasm and pain, except in 
a few with abnormal mobility at the site of fracture. 

Twenty-two of the series received mechanical 
treatment by recumbency and support. Of these, 4 
recovered, i.e., they were free from pain, and able to 
return to the same or a similar occupation, and 18 
showed persistent partial disability. Of the 9 cases 
operated upon, 3 were old fractures, and 6 were 
fresh, all of which show recovery, the time varying 
from three to six months. Operation consisted of a 
bone graft, inlaid in the split spinous processes, 
extending two vertebra above and below the site of 
fracture. In the graft of the fifth lumbar vertebra 
the method of splitting the sacral part of the graft 
was used. No attempt was made in any of the cases 
to correct the position or diminish the knuckle. 
These cases were kept recumbent in a plaster shell 
or jacket for two months after operation, and a 
plaster was worn for the next four months of 
ambulatory treatment. 


SURGERY OF THE 


Cone, S. M.: Surgical Pathology of the Peripheral 
Nerves. Brit. J. Surg., 1918, v, 524. 

The author has investigated the gross and histo- 
logical changes in more than two hundred cases of 
nerve suture in the Alder Hey Hospital which is in 
charge of Sir Robert Jones. The object of this 
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The authors suggest operation in cases which show 
the following conditions: 

1. Fresh fracture: (a) crushed fracture of the 
bodies of one or more vertebre associated with 
disalignment of fragments, particularly with involve- 
ment of any part of the lamina; (b) fracture of the 
fifth lumbar of any part, but particularly with in- 
volvement of the lamin; (c) fracture of body 
showing increasing knuckle, abnormal mobility at 
point of fracture, or complicated with rupture of 
the supra- or interspinous ligaments. 

2. Old fracture cases which show persistent 
disability, as evidenced by inability to work, 
accompanied by continuance of pain, local or 
referred, and with general back weakness. 

It is possible that the extreme degree of and the 
persistence of the disability with simple crushed 
fracture of the body of the vertebra may in part be 
due to the loosening of the anterior ligament or to 
the loosening of the intervertebral disks from the 
vertebral surface, with a rupture of the capsular 
ligament, and failure to firmly unite again. 

Grafting should not be performed for two or three 
weeks after injury in order to allow the hemorrhage 
to subside. It should not be done in fractures where 
there is a probability of crushed cord, or other 
extensive neurological lesion. E. A. PRINTY. 


Allan, W., and Squires, J. W.: Spondylitis Chronica 
Ankylopoietica. South. M.J., 1918, xi, 373. 


The authors discuss two cases of spondylitis chro- 
nica ankylopoietica and review the literature as to 
the classification of spondylitis, mentioning the 
advantages of X-ray and physical examination of 
these cases. A complete history of two cases, with 
their symptoms and physical findings, is given. 
X-ray pictures of conditions of the spine are shown. 

Causes of the various types of spondylitis they 
state are due to: (1) infection; (2) anomalies of the 
glands of internal secretion; (3) loss of elasticity of 
intravertebral discs; (4) auto-intoxication; (5) 
various other causes. 

They believe that Baker’s classification of the 
types of spondylitis is the best and clearest; it is as 
follows: (1) gouty arthropathics; (2) those of severe 
nervous diseases; (3) hypertrophic arthropathics; 
(4) chronic arthritis secondary to infection; (5) 
chronic primary progressive polyarthritis. 

They were unable to find any causes of infection in 
their two cases and treated them only by pro- 
tective measures. C. C. CHATTERTON. 


NERVOUS SYSTEM 


painstaking research was to solve the problems of 
nerve regeneration in war injuries of the peripheral 
nerves. These nerves are ready to unite at both 
ends of the injury before the end of eight months. 

The nerve-bulb, found at the end of the proximal 
segment, distal segment, on the side of a nerve, or 

















as a cylindrical enlargement of the trunks, is the 
place where one may expect to see the most prolific 
growth. The same kind of growth and appearance 
is found here as is seen on the ends of nerves of 
amputation stumps. 

It has been a difficult matter to convince many 
that there are fully formed nerves in either end- 
bulb. Now it is scarcely questioned that these 
nerve callus masses are full of nerves containing 
axis cylinders. The gross appearance of these 
wildly growing, coiling, twisting nerves is that of 
dense scar tissue. It is grayish-white, hard, nodular, 
and commonly seen at the ends of nerve-trunks. 

In all of the author’s sections of nerve-bulbs there 
was more nerve than connective tissue; as a rule 
they consisted of three-quarters nerve and one- 
quarter connective tissue and vessels. The micro- 
scope demonstrates the homogeneous mass to con- 
sist of interlacing fasciculi of young nerves, the 
fasciculi varying in size from 10 to 50 w in diameter. 
The nerves making up these small bundles are 
young varicose fibers 1 to 3 y» in size. 

There is practically complete unanimity of 
opinion that regeneration occurs in the distal end 
of a divided nerve, but nerves grow best from the 
proximal end. The author has demonstrated four 
methods of connecting the distal with the central 
or spinal fragment, thus giving the embryonal 
nerves an opportunity to mature: (1) by neighbor- 
ing nerves, torn at the time of the original injury; 
(2) by a strand of undamaged, overlooked nerve 
still connecting the central and peripheral stumps; 
(3) by nerve fibers which have worked their way 
through the scar; (4) by adhesions carrying nerves 
around or bridging the scar. 

The grayish-pink pulpy (gelatinous) appearance of 
the cross-section of a nerve is due to vascular, proto- 
plasmic, much nucleated material in the small nerve- 
bundles; it means nerve regeneration. The denser 
grayish-white sections dotted with gray or grayish- 
pink points signify regeneration of young nerves; they 
have reached a fuller development than in the more 
pulpy areas. Constricting scar is particularly 
damaging when circular. Nerves pulled aside by 
bone callus or adhesions always contain well- 
developed fibers. Adhesions, middle-zone scar, 
and surrounding injured nerves are means of keep- 
ing the distal segment alive. The old degenerated 
nerve fibers form the best conducting paths for the 
growth of young tendrils. 

There are certain influences causing nerves to 
grow and take a definite course. Nerves grow well 
in granulation tissue because the blood-vessels act 
as a scaffolding along and within which nerves 
grow. Nerves also grow well in fascia lata and in 
fact better than in muscle. There is a strong attrac- 
tive force termed neurotropism exerted by one nerve 
upon another growing nerve. 

The scar that is said to be the béte noire of the 
surgeon is between the ends of the severed nerves. 
The author finds it no different from any other scar 
tissue except that it seldom becomes sclerotic. 
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Densely-growing tissue of any kind makes it 
difficult for a nerve to pass through. Nerves may 
be turned aside when their ends reach an already 
prepared buttress. It is quite natural that unless 
the nerve fibers have grown pari passu with this 
connective tissue, an entering wedge will be next 
to impossible; it must be made when the tissue is 
young, cellular, and vascular. At that time the 
injured nerve was beginning its growth also. It 
was in granulation tissue, with many branching, 
irregularly coursing blood-vessels. These vessels 
directed its way, the new tendrils following the 
capillaries, there being no stronger force such as 
the chemotropic influence of an opposite nerve 
stump to attract it. Finally it may reach the old 
gap, but conditions now, at the end of weeks or 
months, are very different. Instead of a loose, 
vascular, cellular tissue, there is firm, dense, con- 
nective tissue. The nerve may perchance follow a 
vessel into this, and send a few young tendrils into 
the scar. The chances are that the wild, turning, 
twisting, spiral course it had already followed, for 
the most part under the influence of the capillary 
blood-vessels, will now be exaggerated. A _ bulb 
results. It is not due to lack of ability to grow that 
the nerve-bulb forms. It is rather due to its exces- 
sive hardihood. It coils when it cannot pass the 
block. Nerves are invariably seen in painful 
scars. 

Altogether this is one of the valuable contribu- 
tions to the surgery of the peripheral nerves which 
the present war has brought out. 

D. N. EIsENDRATH. 


Heekes, J. W.: A Case of Prompt Recovery After 
Nerve Suture. Brit. M. J., 1918, i, 507. 


The author states that his reason for recording 
this case is because of the early return of prac- 
tically all functions in a severed nerve. In this pa- 
tient the internal condyle of the left humerus and 
part of the olecranon process of the ulna were 
smashed. Sensation was lost over the cutaneous 
distribution of the ulnar nerve in the hand, both 
front and back. He could not flex the little finger 
and only very slightly the ring finger. 

Six weeks later an operation was performed for 
sepsis and removal of sequestra. Subsequent X-ray 
showed three foreign bodies still left in the forearm. 
Six months later an operation was performed for 
repair of the nerve. Incision was made over the 
internal condyle. The nerve was exposed above and 
below the joint and found to be severed in the 
region of the internal condyle, and the ends, which 
were slightly clubbed, were separated for one and a 
half inches with intervening scar tissue. Electrical 
stimulation showed slight response in both ends. 
The ends of the nerve were cut off as squarely as 
possible, approximated with fine catgut sutures, and 
surrounded with Cargile membrane. Three days 
later the patient had sensation returning to the 
fourth and fifth fingers. On the sixth day sensation 
had increased over the entire distribution of the 











326 


ulnar nerve, and flexion of all fingers was quite good. 
A month later sensation had completely returned 
and his grip had grown stronger every day. 

The earliest previous recovery known to the 
author was ten days and it usually requires three 
months to two years for a complete return of func- 
tion. In this instance it is possible that some nerve 
fibers might have been present in the one anda half 
inches of scar between the two severed ends of the 
nerve which prevented complete degeneration of the 
distal fibers. P. W. SWEET. 


Guillain, G., and Barré, J. A.: Gunshot Lesions 
of the Cauda Equina (Les lésions de la queue de 


cheval par projectiles de guerre). Bull. et mém. Soc. _ 


de chir. de Par., 1918, xliv, 272. 


From July to December, 1916, the authors re- 
ceived in their neurological service 225 cases of true 
or supposed spinal cord lesions and traumatic 
paraplegias. Of these patients 138 have died and 87 
have been evacuated. In the 225 cases the authors 
found 32 cases of lumbar and sacral wounds, in 10 
the cone and epicone were injured at the same time 
as the umbar and sacral roots. There were 22 
wounds of the cauda equina. Of these latter 
cases, 15 have been evacuated and 7 resulted 
fatally. 

Wounds of the cauda equina are unquestionably 
milder than true wounds of the spinal cord; but 
nevertheless the prognosis is not very favorable, 
as they have shown a mortality of 31.8 per cent. 
In the fatal cases the authors have often remarked 
that there were few splinters but a large loss of bone 
substance. The projectiles were large and fre- 
quently embedded in the anterior wall of the poste- 
rior face of the sacrum. In the recovered patients 
there were almost always numerous bone splinters 
and the projectiles were not deeply embedded. Of the 
15 recovered cases, 14 were injuries of the cauda 
equina by lumbar wound and in only one case was 
the wound sacral. In the fatal cases 4 were lumbar 
and 3 sacral wounds. In 9 of the recovered cases 
the dura was intact. In the 7 fatal cases the dura 
was opened. The opening of the dura in lesions of 
the cauda equina is a factor of the utmost gravity as 
regards the prognosis. 

The intensity or extent of the paraplegia resulting 
from a wound of the cauda equina is of no prognostic 
value. A complete paraplegia is not an index of 
gravity. Motor troubles disappear rapidly. There 
is often a modification in the excitability of the 
muscles and in some cases muscular atrophy is 
characterized by its rapidity and importance. The 
tendon reflexes disappear in the paralyzed zone and 
in 15 out of 22 cases the plantar reflex disappeared. 
Sphincter trouble has been observed in almost every 
case and is the last to improve. 

The cause of death in the fatal cases was meningi- 
tis. This complication generally appears from the 
second to the tenth day. Outside of meningitis, 
wounds of the cauda equina have a relatively 
favorable prognosis. 
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Surgical intervention has for its object the pre- 
vention of infection, and for this end it should be 
instituted as early as possible. It comprises explora- 
tion of the wound, removal of bone fragments and 
foreign bodies, excision of contused tissues, and 
primary suture. When the dura is intact, it should 
not be opened, even if there is an intradural blood 
effusion. Such effusions are often spontaneously 
resorbed. W. A. BRENNAN. 


Duroux, E., and Couvreur, E.: Experimental and 
Clinical End-Results of Nerve Suture (Résultats 
éloignés expérimentaux et cliniques des sutures 
nerveuses). Rev. de chir., Par., 1917, liii, gor. 

The animal experiments and clinical results ob- 
tained by the authors have shown that the question 
of the result of nerve suture is still complicated. 
They think it is now fairly well established that 
rapid recoveries are quite deceptive. The end- 
results alone ought to be considered and such results 
when satisfactory are very slow in making their ap- 
pearance. 

The authors give the clinical history of two cases. 
In the first the radial nerve was severed by a bullet 
with consequent complete radial paralysis. The 
nerve was sutured five months later. It was only 
at the end of twenty-one months that the patient 
was considered definitely cured. The fingers could 
then be placed in complete extension, the thumb 
had recovered abduction, and the nutrition of the 
hand and forearm was normal. The distance from 
the nerve section to the extremity amounted to 
620 mm. and it required 630 days to obtain a com- 
plete functional result. The penetration of the 
axones of the central end into the peripheric end 
progressed therefore at the rate of about 1 mm. a 
day. The second case was similar, a radial paralysis 
due'to section followed by suture of the nerve. The 
distance in this case between the nerve section and 
the extremity amounted to 750 mm. Fifteen 
months after suture, although functional recovery 
is observed continuously, it is not yet complete, as 
abduction of the thumb and extension of the fingers 
are not yet fully re-established. 

In both cases the first six months after suture 
were occupied by modifications of the trophic dis- 
turbances. It is about the seventh month that 
signs of motor recovery appear. 

The authors think that while spontaneous nerve 
recovery after section is possible, such recovery is 
always partial. Only a few axones from the central 
end penetrate the periphery, and _ incomplete 
neurotization results. 

In estimating the results of nerve suture, the 
rapid atrophic destruction of muscles and sensory 
organs following nerve section, especially of the 
median and ulnar, must be reckoned with, and to 
this many failures are due. A regenerated peripheric 
nerve end has.no effect on such atrophied or sclerous 
tissues. To insure the motor axones of the central 
end extending exactly into the motor sheath of the 
peripheric end, and similarly with the sensory 














axones, is the ideal toward which the technique 
should aim. Theoretically, perpendicular suture 
appears best; but practically, both as regards 
clinical and experimental results, suture after oblique 
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parallel section has given the authors the best 
results. 

The authors’ experimental and clinical findings are 
fully illustrated by photographs. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Arquellada, A. M.: Congenital Tumors of the 
Sacrococcygeal Region (Tumores congenitos de 
la region sacrocoxigea). Pediat. Espan., Madrid, 
1918, vii, 1. 

The author describes two rare congenital tumors 
of the sacrococcygeal region. The first was in a 
child three years old, and was of the spina bifida 
type. At birth there was a swelling the size of an 
orange in the sacral region which continually in- 
creased in size until it attained its present enormous 
volume. The tumor was depressible in some places 
and of smooth consistency. It was removed and 
found to be a mixed tumor of the spina bifida and 
cystic variety. The child made an uneventful 
recovery. 

The second tumor was of the fcetal-remnant 
type. This was in an infant twenty days old. 
The labor had been difficult. The tumor was large 
and had a wide base of implantation in all the 
sacrococcygeal region. The tumor was sectioned at 
its base which allowed the posterior face of the 
sacrum to be seen as far as the vertex of the coccyx. 
The child recovered. The author discusses the 
origin and treatment of tumors of this region. 

W. A. BRENNAN. 


Jacob, O., and Fauré-Fremiet: Tumors Con- 
secutive to the Injection of Camphorated Oil 
in Vaseline (Tumeurs consécutives 4 l’injection 
d’huile camphrée préparée avec de I’huile de vase- 
line). Rev. de chir., Par., 1917, liii, 221. 

Vaseline has commonly been employed as a vehicle 
for certain medicaments such as camphor for sub- 
cutaneous or intramuscular injections. This mineral 
oil is capable of giving rise to tumors in the tissues 
which present particular characteristics and have 
a rather serious prognosis. The authors have 
recently met with 7 such cases, of which they give 
the clinical histories. They were mostly in soldiers. 
These cases showed certain common characteristics: 

1. The tumors were developed in the regions in 
which the injections of camphorated oil had been 
made. 

2. They only appeared after a certain time sub- 
sequent to the injection, varying from about five 
months to about two years. 

3. The tumors give rise to spontaneous pains with 
frequent violent sharp attacks of pain. They develop 
slowly and progressively, spreading from the surface, 
and infiltrating the deep-lying tissues. They are 





hard, resistant, and nodular. They are accompanied 
by disturbances in the circulation and temperature. 
They do not show any -tendency to ulceration. 
They do not appear to propagate along the vascular 
channels. These tumors do not show any spon- 
taneous retrogression; they do not modify the 
general state; they appear to have a marked tend- 
ency to recurrence and give rise to metastases. 

Histologically the tumors due to vaseline injec- 
tions are macrophagic tumors invading the neighbor- 
ing tissues from the periphery and very probably 
disseminating their elements into the circulation. 
They have a sclerous evolution which ends in a 
partial encysting of injected products and which 
may bring about necrosis of the tissues undoubtedly 
due to concomitant vascular sclerosis. The cellular 
elements are similar to those met with in the case 
of foreign bodies introduced into the organism. 
They are comparable to the tumors obtained experi- 
mentally by Podwyssotzki and Schirokogoroff after 
injections of very fine silicous powder into the 
abdominal cavity or into the vascular system. 

The authors submit a detailed chemical study of 
these tumors, which they name _ vaselinomata. 
This study includes the total extraction of lipoids; 
the composition of the neoplasic tissue; the amounts 
of vaseline oil included in the neoplasic elements. 

Etiologically the authors show that while fatty 
and vegetable oils may become assimilated in the 
system or removed by leucocytic action, mineral 
oils are not absorbed; that they nay be transported 
unchanged from place to place; and always act as 
foreign bodies. The work of several authors on this 
point is referred to in order to illustrate the mechan- 
ical encysting of paraffin or vaseline injected either 
experimentally or for prosthetic purposes into the 
system. 

All that has been found regarding the origin of the 
so-called paraffinomata is exactly applicable in the 
case of vaselinomata. The dissemination of the 
latter is explainable by the fact that a cell charged 
with vaseline oil may be carried to a distant point 
by the blood and become the starting place of a 
metastasis. 

Diagnosis is easy. Knowledge of their possibility 
and the fact that a primary tumor is developed in 
the neighborhood of the site of injection draws 
attention to its nature. Macroscopically such tu- 
mors are compact, massive, and nodular, whitish with 
yellowish adipose spots, which on free section will 
yield colorless insoluble oil in places. The macro- 
scopic, microscopic, and microchemical character- 
istics of these fibrolipomatous neoplasms enable 
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their exact nature to be presumed; but a chemical 
study to determine their ability to saponify is nec- 
essary to verify diagnosis. 

In the seven cases reported by the authors, the 
tumors were removed, but in all cases recurred. 
The authors think therefore that a wide resection, 
as in the case of a malignant tumor, is necessary. 

W. A. BRENNAN. 


Moreschi, C.: The Pathogenesis of Diabetes 
Insipidus (Sulla patogenesi del diabete insipido). 
Policlin., Roma, 1918, xxv, sez. med., 99. 


Moreschi studied a case of diabetes insipidus in a 
girl of nineteen with the history of a traumatism 
which caused temporary paralysis seven years 
before. The patient was treated by hypophyseal 
extracts and the various results obtained are given 
in a series of tables. 

From a study of this case and the literature Mor- 
eschi thinks that there are multiple pathogenetic 
factors involved in the production of diabetes 
insipidus. Such multiplicity is a direct corollary of 
Heidenhain’s conception that diuresis is the first 
index of the circulating activity of the kidney. 
Hence in the presence of a polyuric syndrome it is 
necessary to take clinical cognizance of all the 
factors which regulate the renal circulation. 

Considering polyuria as intimately associated with 
direct alterations of the vessels and renal par- 
enchyma, or of the circulation center, and confining 
the findings to so-called idiopathic polyuria, the 
etiologic factors involved may be thus summarized: 

1. Alterations resulting in hypofunction of the 
pars intermedia of the hypophysis, i. e., tumors, 
lesions, chronic inflammations such as tuberculosis. 

2. Alterations of the endocrine glands and con- 
secutive functional modifications of the vegetative 
nervous system (endocrine-sympathetic dystrophia). 

3. Alterations in the middle brain especially 
involving the floor of the third ventricle and ,hence 
with great probability the center of origin of the 
fibers of the vagus and sympathetic. 

4. Alterations involving the fibers of the vegeta- 
tive system in the thoracic tract, i. e., aneurisms of 
the aorta, tumors of the mediastinum with com- 
pression of the vagus and sympathetic, or altera- 
tions involving the cceliac plexus. 

In his clinical study Moreschi reserves his judg- 
ment concerning the question of any clinical patho- 
genetic signs which polyuria may offer which would 
enable the particular factor or factors to which it 
was due to be differentiated. Certain cases which 
he mentions offer the possibility of differentiation, 
inasmuch as hypophyseal medication caused a 
reduction of diuresis without any alteration in the 
urinary concentration, while in the cases of other 
authors this is raised proportionate to the fall in 
diuresis. 

Moreschi says that the hypophyseal hormone of 
the posterior lobe is at the present time of great 
value in the symptomatic treatment of diabetes in- 
sipidus. W. A. BRENNAN 
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Taddei, D.: A Simple Method of Hastening Epithel- 
ization of Wounds (Di un mezzo semplice per 
accelerare la epitelizzazione delle piaghe). Riforma 
med., Napoli, 1918, xxxiv, 245. 

Taddei refers to the fact known to every surgeon 
that a long time is necessary for epithelization of a 
wound after the cavity has been filled with granula- 
tion tissue and infective processes have been over- 
come. This is especially so in the severe suppurative 
wounds of war. 

To hasten this process Taddei takes a number of 
pieces of adhesive plaster which are placed on a 
cotton pad and soaks the adhesive side with a to 
per cent solution of iodine. The plaster when dry 
is cut into long narrow strips and disposed along 
the edges of the granulating wound so as to form a 
polygonal framework around it. The strips, about 
4 or 5 mm. wide, are so arranged that 1 mm. covers 
the epithelial edge of the wound and the remainder 
is over the granulating surface. The exposed 
granulating surface is protected by a thick gauze 
pad which is fixed at the edges only by narrow 
strips of adhesive plaster and allows air to reach the 
wound. This gauze pad absorbs all secretions from 
the granulating surface and is changed every three 
or four days. 

Taddei has observed epithelization take place 
under such circumstances in less than half the or- 
dinary time. It is observed that each time the 
gauze pad is removed epithelization has advanced 
from 2 to 4 mm. from the adhesive plaster frame- 
work edges, the perimeter of which is constantly 
reduced by freshly applied strips. The new epitheli- 
zation appears to be stimulated by contact with the 
iodine surface. This also protects the new epithelium 
during the change of dressings. 

W. A. BRENNAN. 


BLOOD 


Robertson, O. H.: Transfusion with Preserved Red 
Blood Ceils. Brit. M.J., 1918, i, 691. 


At casualty clearing stations during the busy time 
of an attack, it is obviously impossible to perform 
transfusions by the usual methods in nearly all the 
cases in which transfusion is indicated. The diffi- 
culty of obtaining sufficient blood under rush con- 
ditions, the time consumed in carrying out trans- 
fusions, and the need of every available medical 
officer in the operating theater, all tend to reduce 
the number of transfusions. The use of preserved 
human blood cells for transfusion suggested itself 
to the author as a possible solution of certain of 
these difficulties. 

The experimental work of Rous and Turner is 
thoroughly reviewed by the author. They found 
by animal experimentation that it is possible to 
preserve living red blood cells for four weeks in a 
solution of ‘dextrose and citrate when kept at ice- 
box temperature. The author made use of this 
method of keeping blood for transfusions during a 
rush period at a casualty clearing station. He gives 
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in detail the method of the preparation of the pre- 
serving solutions. Persons belonging to blood group 
IV only are used, as this saves the necessity of doing 
agglutination tests before transfusion, since blood 
cells of this group are not hemolyzed or agglutinated 
by the blood of any individual. 

A full description of the apparatus used for pro- 
curing the blood, for storing the blood, and for 
giving the blood is presented in the article. The 
author’s technique of blood transfusion is also given 
very Clearly and in detail. 

Twenty-two transfusions of preserved red blood 
cells were given to twenty. individuals, the majority 
of whom were suffering from severe primary hemor- 
rhage. A quantity of blood had been stored up 
beforehand ready for use when needed, and had 
been kept varying periods of time up to twenty-six 
days before it was used. Haemoglobin estimations 
before and after transfusion were made, and the 
urine studied for evidence of increased blood de- 
struction. 

The results of blood transfusion with preserved 
red blood cells were found to be quite as striking 
as those seen after transfusion with blood freshly 
drawn. There was the same marked improvement, 
the patients stood operation well, and subsequent 
progress was quite as good as in those cases trans- 
fused by the usual methods. The introduction of 
kept red blood cells had no apparent harmful effect, 
as there were no reactions or evidence of increased 
hemolysis after transfusion. 

The chief advantage of this method over other 
methods of transfusion in current use is the great 
convenience of having a large stock of blood on 
hand for busy times. The transfusions can be given 
relatively quickly, and the technique, which is simple 
and easily acquired, can be carried out at the 
bedside entirely by one medical officer. Experi- 
ments in the transportation of preserved blood in 
an ambulance over rough roads have shown that it 
can be carried for a considerable distance without 
injury to the red cells. E. C. Roos, 


Bond, C. J.: Further Observations on the Hemag- 
glutinin Reaction; with Special Reference to 
the Operation of Blood Transfusion and to 
Nephritis. Brit. M. J., 1918, i, 253. 


The study by the author of the hemagglutinin 
content of the blood serum in a series of 250 patients 
when tested with his own washed corpuscles and 
those of sheep has shown that the different human 
serums vary very much in their hemagglutinin con- 
tent when tested with the same standard red cells. 
Individuals whose serums belong to the same 
agglutinative group differ in hamagglutinative 
capacity, some having a very low and some a high 
capacity for agglutinating the same washed red 
cells. This means that the incompatibility of donor- 
ship in the operation of transfusion is also of a 
graded character. Also the agglutinative capacity 
varies from time to time in the serum of the same 
patient. 
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The author also tested the hemagglutinative 
capacity of the blood serum in 50 cases of nephritis. 
Of these a second examination has been made after 
an interval in 25 cases and a change in the hem- 
agglutinative capacity was observed in 15. In 7 
cases a negative was converted into a positive 
reaction, and in 8 from a lower to a higher hemag- 
glutinin content. 

The two blood examinations were made in nearly 
all cases at about a month’s interval, and most of 
the patients were improving generally, with a dimin- 
ution in the amount of albumin in the urine. 

Patients suffering from albuminuria consequent 
on nephritis show on the whole a lower hemagglu- 
tinin content of blood serum than is found in a 
corresponding group of partly healthy persons. If 
this reduced hemagglutinin content in nephritis 
cases is considered in conjunction with the rise in 
the hemagglutinin content which takes place as 
the albuminuria diminishes and the patients 
recover, it may be concluded that a leakage not 
only of serum albumin and globulin but also of 
hemagglutinin does take place from the kidneys in 
nephritis. 

If the blood serum of a recipient may be at one 
time compatible with the red cells of a given donor, 
and at another time may agglutinate those cells, 
the donor’s serum may also, as the result of recovery 
from infection or other illness, change in the same 
way. V. C. Hunt. 


BLOOD AND LYMPH VESSELS 


Marquis: The Danger of Early Operation in 
Jugulocarotid Aneurisms (Des dangers de 
Vintervention précoce dans les anévrismes jugulo- 
carotidienne). Bull. et mém. Soc. de chir. de Par., 
1918, xliv, 458. 


Marquis recently operated upon 2 cases of 
jugulocarotid aneurisms in which threatening severe 
hemorrhage demanded immediate intervention. 
Ligature was done, but within a few days death 
occurred in both cases from cerebral complications. 

Marquis therefore questions whether ligature of 
the primary carotid should not be replaced by a 
conservative operation. Reviewing the literature he 
finds 39 cases of such aneurisms, of which 36 have 
been operated upon and 3 recovered without 
operation. 

The majority of jugulocarotid aneurisms furnish 
one of the two operative indications formulated by 
Baudet: increase of volume, and production of 
serious functional disturbances. But the surgeon 
may find himself impelled to operate at an inop- 
portune time by threatening hemorrhage. Most 
surgeons fear ligation of the primary or internal caro- 
tid and only a few have been able to accomplish it. 

Conservative operations carried out at present 
are of two kinds: arteriorrhaphy and endo-aneuris- 
morrhaphy. Of arteriorrhaphy there are only 4 
clear examples in the war literature. In only 1 of 
these cases was the arterial breach sutured after 
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freshening the edges of the hole. This was done 
forty-two days after injury. Only 3 cases of endo- 
aneurismorrhaphy have been reported; 2 of these 
recovered. The operation apparently does not offer 
great difficulties. 

Both arteriorrhaphy and endo-aneurismorrhaphy 
call for minute dissection of the aneurism. But 
there are times and circumstances in which dissection 
can only be above and below the aneurism and the 
sac cannot be isolated. The time is within three 
weeks after the accident. ‘The circumstances are 
adhesions due to infection of the peri-aneurismal 
tissues. 


Apart from the two excellent conservative opera-. 


tions referred to, there is Tuffier’s arterial intuba- 
tion. In those cases, especially where dissection of 
the aneurismal sac is impossible, this method can be 
tried. 

Of the 36 operated cases in literature, 28 were 
treated by ligation. The most important factor 
here is the age of the aneurism, for the effect of time 
is to favor collateral circulation. Operators, how- 
ever, generally do not appear to have been struck 
by the importance of this factor and in only 15 
cases has the precise time of intervention been 
stated. These 15 cases are divided into: (1) those 
operated upon after more than twenty days; (2) 
those operated upon less than twenty days after 
injury. Of the first type there are to cases, all of 
which recovered without any paralytic complica- 
tions. There are 5 cases of the second type, followed 
by paralysis or death. 

The study of these 15 cases leads Marquis to 
conclude: 

1. Ligature of the primary or internal carotid 
for jugulocarotid aneurism does not usually give 
rise to cerebral complications if it is done more than 
twenty days after the injury. 

2. This ligature done within the first twenty days 
following injury causes cerebral complications which 
may be grave or fatal. 

3. Unfortunately the treatment on which these 
conclusions are based is not always realizable. A 
threatening hemorrhage may force an early opera- 
tion. A conservative operation will not benefit on 
account of the dense adhesions at such a period; and 
ligation cannot be done on account of its dangers. 

W. A. BRENNAN. 


Bastianelli, P.: Femoral Arteriovenous Aneurism 
in Scarpa’s Triangle; Lateral Suture of Artery 
and Vein; Recovery (Aneurisma artero-venoso 
della femorale di nel triangolo di Scarpa; sutura 
laterale dell’arteria in 2 tratti; sutura laterale della 
vena; guarigione). Clin. chir., Milano, 1917, xxv, 
Ito. 

This case of arteriovenous aneurism of the right 
femoral in Scarpa’s triangle, four fingers below 
Poupart’s ligament, was treated by lateral suture of 
the artery and vein because the condition of the 
walls permitted it. The man made a complete re- 
covery in eighteen days. 
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In Soubottitch’s statistics of the Balkan and 
present wars, 10 out of a total of 21 arteriovenous 
lesions of the femoral were treated by lateral suture 
of the artery and ligature of the vein. None of the 
literature available to the author shows an aneurism 
of this type treated by simultaneous suture of the 
artery and vein. In this case not only was lateral 
suture of the artery and vein done in the communi- 
cating orifices caused by the projectile, but also the 
small exit orifice in the posterior circumference of 
the artery was sutured. The special needles called 
for by the Carrel technique were not used, neither 
were the delicate Carrel hemostatic forceps. The 
author thinks it worth recording that the operation 
can be successfully done without either. Common 
intestine silk suture needles were used, both vessels 
having two rows of sutures. Circulation was per- 
fectly restored permanently. W. A. BRENNAN. 


Woolley, P. G.: Three Cases of Parietal Aortic 
Thrombosis. J. Lab. & Clin. Med., 1918, iii, 539. 


In this report of three cases of aortic thrombosis 
the occurrence was at the site of luetic lesions in the 
aorta from which emboli were carried to various 
parts of the body. Two of the patients presented 
neurologic symptoms with mental changes, while the 
other was in a stuporous state when admitted. 
Although it could not be demonstrated, it was the 
author’s opinion that the marked mental changes 
which were present in the first case were due to 
multiple small infarcts into the cerebral cortex. 
Sections of the cerebrum showed perivascular infil- 
trations, oedema, and round-cell infiltrations of the 
pia, all of which are evidences of paresis. Definite 
infarcts were in the kidneys, lungs, and spleen. 

The second case was one of paralysis with a 
clinical diagnosis of cerebral hamorrhage and lues. 
The necropsy findings revealed a large cerebral 
embolism, thrombosis of the left carotid and aorta 
with an aneurism of the aortic arch and innominate 
artery, and a luetic mesaortitis. 

In the third case a clinical diagnosis of uramia 
seemed probable, but the presence of blood in the 
spinal fluid and moderate elevation of blood-pres- 
sure suggested a possible pachymeningitis hamor- 
rhagica interna. The necropsy findings showed a 
distinct syphilic aortitis with mural vegitations at 
the origins of the great vessels, with large emboli in 
the cerebral cortex. P. W. SWEET. 


POISONS 


Sacquépée, E.: Researches on Gaseous Gangrene 
of War Wounds (Recherches sur la gangérne 
gazeuse des plaies de guerre). Presse méd., Par., 
1918, xxvi, 197. 

In a previous article Sacquépée studied the 
oedematous forms of gas gangrene. He now takes 
up the study of the gaseous forms. Clinically this 
type is most commonly observed as a toxic gaseous 
tumor around the wound. The existence of infiltra- 
tion in the skin is easily perceived. The local in- 
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toxication is accompanied by a general intoxication. 
The gangrene becomes diffuse and leads to gaseous 
septicemia. Anatomically the lesions of true gan- 
grene are muscular. 

Bacteriologic findings based on 121 analyses are as 
follows: bacillus perfringens, 82 cases; typical septic 
vibrion, 28 cases; atypical septic vibrion, 11; 
bacillus sporogenes, 21 cases; bacillus bellonensis, 
35 cases; bacillus putrificus, 11 cases; staphylo- 
coccus, 65 cases; streptococcus, 27 cases; entero- 
coccus, 17 cases; proteus vulgaris, 28 cases. 

While the figures show that several species of 
germs are often found associated, Sacquépée re- 
marks that there is almost no case of primary 
gaseous gangrene in which the presence of either 
the septic vibrion (typical or atypical) or the 
bacillus bellonensis cannot be demonstrated. 

Experimentally the septic vibrion and the 
bacillus bellonensis give in vitro a very active toxin 
which at once sets up local oedema and necrosis, as 
well as general phenomena which cause death. But 
it has not yet been shown that the bacillus per- 
fringens possesses these qualities. 

Many authors have attributed a pathogenic réle 
to a number of organisms met with in gaseous 
gangrene. Sacquépée does not agree with them, 
because: (1) it presumes that a variety of organ- 
isms could produce the same disease, which is always 
identical; and (2) because it would not permit 
specific medication. Now the facts show without 
doubt that the septic vibrion and the bacillus 
bellonensis play a specific pathogenic réle in gaseous 
gangrene; that they have the toxic properties and 
experimentally reproduce the lesions. Therefore it is 
impossible not to consider them as the specific 
agents of the disease. The exact part played by the 
bacillus perfringens is not clearly established. 

W. A. BRENNAN. 


Peyret and Fournier: The Ilbarritz Hospital for 
Surgical Tuberculosis Cases (Un centre de 
tuberculoses externes; Vhépital d’'Ilbarritz), J. 
de méd. de Bordeaux, 1918, Ixxxix, 89. 

The hospital at Ilbarritz is one of the many pro- 
vided since the beginning of the war for the treat- 
ment of bone and joint tuberculosis in soldiers by 
rest and heliotherapy associated with orthopedic 
treatment. The building is situated near Biarritz on 
a high hill overlooking the sea. The first story with 
its dressing rooms, etc., is reserved for patients with 
large suppurating lesions; the upper stories are used 
for the less severe, non-suppurating cases. All 
stories are well supplied with outside galleries where 
the patient can be exposed to the sea air and sun- 
light. The first essential in treatment is rest. This 
is rigorous for spine and hip disease, but is modified 
for other patients according to the degree and loca- 
tion of their lesions. All bone and joint cases have a 
plaster apparatus in which windows are cut which 
expose the diseased area to the sun’s rays. Punc- 
tures, injections, and orthopedic appliances are 
used as indicated. 
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Since its establishment six months ago 182 pa- 
tients have been received; 71 of these were cases of 
Pott’s abscess; 18 were coxalgia; 49 were arthritis; 
26 were osteitis. As regards age, 88 of the patients 
were under and 94 were over twenty-five years; 17 
were above forty. It is therefore not quite correct 
to say that only the young are subject to surgical 
tuberculosis. In 104 cases there was some personal 
or family history of tuberculosis. War service 
appears to have a marked effect on the outbreak of 
osseous tuberculosis, as only 45 of the patients have 
not been at the front; 91° have been there for more 
than a year. 

Of the 180 cases received, 27 showed double Or 
multiple localization and 1o5 had fistulz on arrival. 
About half of the cases of fistula appeared to have 
had their origin in late operations, a simple incision 
for the most part; 66 fistula appeared to be of 
operative origin. 

Although only six months have passed since the 
opening of the*hospital, there have been 24 patients 
already evacuated completely cured; and 34 others 
are on the way to good recovery. The latter include 
13 cases of Pott’s abscess, some fistulous which have 
generally been treated by immobilization and 
heliotherapy alone. There have been 7 deaths, 6 
due to cachexia. The authors think that the results 
will be better when they are able to receive cases 
earlier, before they become fistulous. 

This hospital for tuberculous soldiers is partly 
supported by American generosity. 

W. A. BRENNAN. 


ROENTGENOLOGY 


Hernaman-Johnson, F.: The Value of X-Rays in 
the Diagnosis of Abdominal Disease. Med. 
Press., 1918, cv, 409. 

The author states that the radiologist should not 
be judged by the number and beauty of his photo- 
graphs, nor by his electrical equipment, but by his 
success in unraveling the diagnostic puzzles sent to 
him for solution. He gives several helpful sugges- 
tions in diagnostic procedures, suchas the localization 
of a renal stone by the method used in determining 
the vertical depth of bullets. 

In the opaque meal and enema he suggests that 
the patient be examined while leading his every-day 
life and eating his crdinary food, as pathological 
conditions can sometimes be noted. Previous to the 
barium meal it is well for the patient to live on finely 
divided food for a day or two to avoid undigested 
lumps. 

He sums up the usefulness of the X-ray along 
the following lines: 

1. Urinary system. Calculus in the kidney, 
bladder and ureter. Enlargements, malformations, 
alterations in the position of the kidney. 

2. Alimentary tract. Disorders of function, 
ulcers of the stomach and duodenum; by inference 
in early stages, by direct demonstration in the later. 
New-growths which alter the form of the gastric or 
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intestinal shadow. Correlation of tender spots 
with particular parts of the tract, e.g., the appendix. 

3. Liver and gall-bladder. Alteration of the 
liver outline (with or without inflation of the colon). 
Demonstration of an enlarged gall-bladder. Demon- 
stration of gall-stones in to per cent of cases. 

4. Genital organs in the female. Malformations 
in the uterus have been shown by the injection of 
collargol, but the scope for this is limited. By the 
demonstration of the cecum and appendix indirect 
information is, however, often obtained. In cer- 
tain cases of doubtful pregnancy assistance may be 
obtained, but only at a somewhat late period. 
Calcification of myomata may be detected. 

5. Spleen. 
by modern radiologists, though it is mentioned in the 
textbooks of fifteen years ago, The normal spleen 
is visible in children, and in very thin adults. 
Enlargements can often be demonstrated. The 
existence of this viscus should not be forgotten 
when interpreting radiographic appearances in the 
left abdomen. C. B. Hotiincs. 


MacKenzie, W. R.: Remarks on Roentgenographic 
Pelvimetry. Brit. M. J., 1918, i, 612. 


The author refers to the usual methods of pelvim- 
etry, drawing the conclusions that the external 
method is unreliable, and that the objection to the 
internal pelvimetry is the necessity of an anwsthetic 
for accurate diagnosis. The objections to the 
ordinary roentgen plates for the determination of the 
exact size of the pelvis were based on the deformity 
resulting from a distortion due to the varying levels 
of the pelvic landmarks. By the author’s method, 
this is overcome. 

To quote the author: ‘In a normal pelvic bone, 
which is designated the standard pelvis, the various 
diameters, both external and internal, are accurately 
measured. When this bone is radiographed, definite 
points can be marked on the plate; the distance 
between these points will bear a definite ratio to that 
between the corresponding points measured on the 
pelvis. This radiograph is taken as the standard 
plate. By radiographing the patient in the same 
position as the standard pelvis, having the points 
of focus the same, the X-ray tube at the same angle 
and the same distance from the sensitive plate, an 
accurate comparison of the patient’s plate with the 
standard plate will be obtained, and therefore of the 
patient’s pelvis and the standard or normal pelvis. 
From it, the internal measurements can be mathe- 
matically worked out.” 

The author’s conclusions follow: 

1. A standard plate for pelvic measurements is 
necessary. 

2. The patient must be radiographed in the same 
position as the standard pelvis, having the same 
point of focus, the X-ray tube at the same angle, and 
at the same distance from the sensitive plate. 

3. It shows to advantage the variety of pelvic 
contraction, and the various pelvic diameters can 
be worked out easily. 


This organ is somewhat neglected ) 
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4. There is a minimum amount of discomfort to 
the patient compared to other methods of pel- 
vimetry. 

5. There are no ill effects to the foetus. 

W. A. Evans. 


Pfahler, G. E.: Adjuncts to Roentgenotherapy in 
the Treatment of Malignant Disease. Am. J. 
Roentgenol., 1918, v, 249. 

The author has found that some cases of malig- 
nant disease in which the lesion does not disappear 
completely or permanently by roentgenotherapy 
alone are made well by the use of certain adjuncts. 
First among these aids he places electrocoagula- 
tion. He uses it in nearly all instances to destroy 
superficial malignant disease before applying the 
roentgen rays. As a second adjunct he mentions 
surgery. In dealing with the great bulk of deep- 
seated tumors, surgery should receive first con- 
sideration, but in every case of malignant disease 
such surgical intervention should be followed by 
roentgen ray treatment. Metastatic glands should 
always be resected surgically, when possible, in- 
stead of depending on the X-ray to control their 
growth. A third adjunct is radium. This should 
never be applied through the same skin or mucous 
membrane area as the roentgen ray. It can be 
utilized to great advantage in the treatment of all 
malignant disease involving cavities. By being 
introduced within the cavity it offers another 
source of cross-firing and often at much closer 
range than the roentgen ray. 

The author gives detailed histories of a number 
of cases in which two or more of the methods men- 
tioned were used and the results obtained. He 
reaches the following conclusions: 

1.. The above cases have been selected with the 
idea of illustrating the type of case that will not 
respond to roentgen ray treatment alone, but which 
can be made well if the roentgen ray treatment is 
combined with one or more well-recognized methods 
of treatment of malignant disease, which, for 
convenience, are called adjuncts. 

2. In many of these cases the author believes 
that nothing short of the combinations used would 
have cured the patient. 

3. The author makes a plea for an early survey 
of the whole case and a careful choice of treatment, 
for this will save much suffering, much time, and 
much waste of energy. ApoLeH HARTUNG. 


Salmond, R. W. A.: A Technique for the Lateral 
View of the Upper End of the Femur. Arch. 
Radiol. & Electrotherap., 1918, xxii, 297. 

The author describes a method of obtaining a 
lateral view of the upper end of the femur which he 
considers an improvement over the Hickey method 
of obtaining the same view. He points out that 
the chief value is in demonstrating the relative 
position of the bony landmarks of the upper end 
of the femur and foreign bodies. The directions 
for obtaining the plates are as follows: 














““The patient lies on the couch in the lateral posi- 
tion, with the hip to be examined against the table. 
The plate is placed in position below the patient and 
flat on the table. 

“The lower limb, resting on the table in the lateral 
position, is now securely immobilized by sand bags 
above and below the knee and across the foot. The 
patient is next asked to let his body and the lower 
limb which is free swing gently backward, and in 
doing so it will be found that the femur of the im- 
mobilized limb does not take part in the movement. 
What happens is that the pelvis rotates around the 
head of the fixed femur. and the opposite limb is 
thus got out of the way. Sand bags or pillows are 
now placed under the patient’s chest and back and 
around the free limb to make him comfortable and 
to keep his whole body at rest. The tube, overhead 
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and parallel to the plate and table, is then centered 
over the head of the femur and the exposure made. 
The extension tube can be brought down to the 
surface of the skin without interference with the 
opposite thigh or side of the pelvis. Stereoscopic 
views can also be taken in this position. 

“The result is a true lateral view of the outline 
of the head, neck and trochanters of the femur, 
though not, of course, of the pelvis, as it has rotated. 
Because of this, the view cannot be properly de- 
scribed as a lateral one of the hip-joint. As a test 
that a true lateral view has been obtained, the 
posterior dense margin of the femoral shaft should 
be seen running up to and becoming continuous 
with the outline of the lesser trochanter, and should 
not be seen running across its base independently.” 

W. A. Evans. 
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Nore.— Readers are referred to the Table of Contents for other articles dealing with military surgery which 
appear under the various headings according to our anatomical arrangement. 


Picqué, R.: Advanced Surgical Posts (Postes chi- 
rurgicaux avances). Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 613. 

After another year of war experience Picqué 
reports on the functioning of advanced surgical 
posts. The creation of these posts, due to the newer 
ideas of the value of immediate radical surgical 
treatment of important war wounds, was opposed 
to the older idea of evacuation of the wounded 
from the front rapidly. Even with the best automo- 
bile transportation, too many of the wounded reached 
the surgeon in front formations in a condition which 
rendered attempts at surgical treatment useless. 

In the advanced posts the wounded are received 
in good operative condition within two hours of 
injury. The principle of the post is that it is an 
anti-shock station which is organized and equipped 
for complete major surgery and_ hospitalization; 
and it receives only those wounded who are un- 
transportable. 

A model subterranean advanced post is described 
in detail with plans. It is about 200 feet long and 
60 feet wide, being from 15 to 30 feet below the sur- 
face and fully protected. It contains an operating 
center, hospital, and quarters for the staff. The 
operating service provides all necessary accessories, 
dressing rooms, a radiologic department, steriliza- 
tion chamber, etc. The hospital contains heating 
chambers and beds for the patients whence they can 
be evacuated to more remote surgical units, usually 
within eight days. The post has a capacity for 
about 50 inmates, including the staff. 

The functioning of such a post showed that among 
the seriously wounded received, there were nearly 
72 per cent of recoveries. Two-thirds of the wounds 
were primarily sutured successfully. A very small 
proportion of streptococcus infection was observed. 
The advanced surgical post is the bond between 





the advanced surgical automobile ambulance and the 
surgical center. In a period of calm it directly re- 
ceives and operates upon the severely untransport- 
able wounded from the ambulance with which it is in 
communication by telephone. In active fighting if 
an attack is made by the enemy, timely preparations 
are made for the evacuation of the advanced post. 
If the attack is made from its own side the advanced 
post is so constructed that it either becomes the 
nucleus of a fixed surgical unit or is dismantled and 
moves forward with the advancing line to a site 
selected for a new advanced surgical post. It is a 
striking example of the adaptation of surgery to the 
conditions of stationary warfare. W. A. BRENNAN. 


Dunham, E. K., and Others: Empyema in Base 
Hospitals. Rev. War Surg. §3 Med., 1918, i, No. 6. 


The early recognition of the streptococcus 
epidemic that invaded the camps in January and 
February of the present year led to the immediate 
adoption by the professional divisions of various 
measures aimed at investigation and alleviation. 
With the supervision of the Surgical Division, under 
Col. W. H. Moncrief, and with the active co-opera- 
tion of the Laboratory Division, under Col. F. F. 
Russell, and the Medical Division, under Col. W. T. 
Longcope, the authors were charged with the study 
of this question in its various phases. 

The paper which furnishes the basis of this ab- 
stract is the preliminary report of the Empyema 
Commission located at Camp Lee. The members of 
the Commission include the chairman, E. K. 
Dunham, E. A. Graham, J. F. Mitchell, A. V. 
Moschcowitz, R. D. Bell, R. A. Kinsella, F. A. 
Stevens, C. C. Hartman, W. L. Tower, T. M. Rivers, 
F. D. Zeman, and M. B. Cohen. 

Among the complications that increased the 
gravity cf the infections none were more serious than 
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the empyemas. An outline of investigation was 
formulated and its prosecution developed along two 
lines. First, a special group consisting of surgeons. 
internists and laboratory workers were located at 
Camp Lee where a large group of patients were 
available for study. Second, a so-called empyema 
team, consisting of an internist, a surgeon, and a 
laboratory worker, was appointed by the command- 
ing officer from the personnel of each base hospital. 
A preliminary report of progress has just been made 
by the Empyema Commission and by the empyema 
teams located at Fort Sill and Fort Riley. A pre- 
liminary report on the treatment of empyema by the 
Carrel-Dakin method at the War Demonstration 
Hospital of the Rockefeller Institute is included. 
A combined summary of these reports follows: 

Definition. According to the Rockefeller Institute 
workers, 2 case is one of empyema if on thoracic 
puncture macroscopic pus is found, or if pus cells 
and organisms are demonstrated by the microscope. 
The Empyema Commission does not define its use 
of the term, but the inference is that they consider 
any case of respiratory tract infection having a 
pleural exudate as empyema. ‘A massive pleural 
exudate is frequently present very early, accu- 
mulating within a few hours and often is the first 
sign of respiratory tract infection. This exudate, 
moreover, at first is not purulent but serofibrinous. 
Our observations show that usually a period of from 
two to three weeks must elapse before the exudate 
becomes frankly purulent.”’ The distinction between 
a serofibrinous and a purulent exudate seems of 
importance in its bearing on the discussion of early 
or late operation. In civil practice probably most 
surgeons simply aspirate in pleurisy with effusion, 
as long as the exudate is not frankly purulent, even 
if turbid and containing microscopic pus. 

At Fort Riley the epidemic began last autumn. In 
the period from October 20 to January 29 there 
were 97 Cases, most of them occurring in November 
and December. From January 29 to April 30 there 
were 140. A survey completed April 1 showed 970 
draining empyemas at that time in the base hospitals 
of the cantonments. In April 315 new cases of em- 
pyema were reported; in May, 217, and in June, 62. 

Bacteriology. Laboratory studies undertaken at 
Fort Sill, Oklahoma, consisted of cultures from nose, 
throat, blood and pleural exudates and leucocyte 
and differential blood counts and agglutinin studies. 
Cultures from the tonsils and nasopharynx taken 
during January and February showed the presence 
of a hemolytic streptococcus in 20 per cent of appar- 
ently normal individuals. Cultures from the naso- 
pharynx and tonsils in 38 empyema cases showed 
57-9 per cent of hemolytic streptococcus in the 
tonsils. Blood culture from 37 cases of empyema 
showed hemolytic streptococcus in one case seventy- 
two hours before death. Of specimens of sputum 
from 18 patients who later developed empyema, 61.1 
per cent contained hemolytic streptococcus. One 
hundred and forty-eight specimens of pleural exu- 
date were serous in 15.5 per cent; seropurulent in 
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56.1 per cent, and purulent in 28.4 per cent. Hamo- 
lytic streptococcus was isolated in 92.5 per cent of 
these specimens. At Fort Lee the organism was 
found in all cases with pleural exudate. Attempts to 
determine the presence or absence of specific 
agglutinins and to ascertain by means of agglutina- 
tion reactions whether the type coccus was the same 
in all cases failed because of the irregularities of the 
serologic reactions of the coccus. In the pleural 
exudates, of 72 patients who died, hemolytic 
streptococcus was found in 94.4 per cent. 
Postmortem findings. In 50 postmortem examina- 
tions the pleural exudate was serous in 6 per cent; 


‘seropurulent in 78 per cent, and purulent in 16. 


The pericardial fluid in 27 cases of pericarditis was 
serous in 40.7 per cent; seropurulent in 51.5 per cent, 
and purulent in 7.8 per cent. The fluid in 12 cases 
of peritonitis was seropurulent in 75 per cent, and 
purulent in 25 per cent. 

Lungs. An extensive bronchopneumonia was 
present in 70 per cent. In 30 per cent the process 
was that of an interstitial pneumonia. Two cases 
were typical of lobar pneumonia. Peribronchial 
adenitis was present in 60 per cent. Multiple abscess 
of the spleen was noted in 3 cases. Marked hemo- 
lytic jaundice was present in 3 instances. One post- 
mortem reported by the Empyema Commission 
showed multiple small lung abscesses and a sup- 
purative pericarditis. 

Symptoms and signs. ‘The clinical picture pre- 
sented by infections of the lungs and pleura due to 
hemolytic streptococcus varies. Notably in the 
early months of the epidemics the onset in a large 
portion of cases followed measles. Later many 
have been primary in the sense that they did not 
follow any of the acute infectious diseases. In some 
the lungs, in others the pleura, are predominantly 
involved. In other instances there is extensive in- 
fection of both lungs and pleura. 

The initial symptoms resemble those of other 
acute infections. There is a history of sore throat, 
coryza, cough with mucopurulent sputum, head- 
ache, malaise, and fever, often of several days’ to a 
week’s duration. A chill and sharp pain in one side 
of the chest, whether primary or following the above 
mentioned symptoms, brings the patient to the 
hospital. 

In a severe hemolytic streptococcus broncho- 
pneumonia the picture is predominantly that of 
acute air hunger. The breathing is rapid and 
labored, made worse by restlessness and an ex- 
hausting cough. The face is flushed and anxious, 
lips and mucous membranes dry, ears and ex- 
tremities cold. The pulse is rapid, temperature 
irregular, and associated with drenching sweats. 
A patient with a large effusion but with little lung 
involvement, on the other hand, does not show the 
symptoms of acute air hunger, and if not delirious 
is quiet and often drowsy. 

The physical signs are those of bronchopneumonia 
and of pleural exudate, varying more or less accord- 
ing to which predominates. Patients with broncho- 














pneumonia usually recover by lysis. There may be 
an afternoon temperature up to 100 degrees for 
weeks. The physical signs disappear very slowly. 
RAles, dullness and altered breath sounds may per- 
sist for more than a month. 

Differential diagnosis between a massive exudate 
and a pleural effusion may be difficult. Percussion 
and palpation, while the most reliable physical 
signs, may fail. The blood shows a marked poly- 
morpholeucocytosis in the majority of cases. X-ray 
and the aspirating needle are the surest means of 
an accurate diagnosis. 

Treatment. During the first months of the epi- 
demic a primary drainage operation was performed, 
as a rule, as soon as the diagnosis was established. 
The mortality at this period was very high. At 
Fort Riley, Kansas, there occurred in the period 
from October 20 to January 29, 97 completed cases. 
Of these, 82 were operated upon, with 52 deaths 
or a mortality of 63.4 per cent. Fifteen died without 
operation. Seven of these were undiagnosed until 
autopsy. The average death rate based on replies 
to a questionnaire, under date of February 21, 
1918, was 30.2 per cent. The highest was 84 per 
cent in 85 cases. 

From January 29 to April 30, 1918, there were 
at Fort Riley 137 cases. Of these, 34 received no 
treatment. Eleven of this number were undiagnosed 
until autopsy. Of the remaining 103, 13 were treated 
by repeated aspiration only. Seven of these died; 
the other 6 recovered without operation. Of 66 
operated cases, 43 were done within a month of the 
date of the report, and all were still in the hospital 
at that time. Of the 25 operated upon during 
February and March, 5 died. Of the total of 137 
cases, 47 died, a mortality of 34 per cent. 

The Empyema Commission, using the same prin- 
ciple of repeated aspiration and using intrapleural 
antiseptics following the drainage operation, on 
June 28 were able to report 23 consecutive cases 
with one death. Commenting on these figures they 
state: “Our very low mortality in comparison with 
the much higher mortality which has existed in 
other camps, as well as in this camp, previous to the 
Commission’s control of the cases, may have been 
due somewhat to a change of virulence of the or- 
ganism and to correspondingly less marked mani- 
festations of its invasion of the body. We feel, 
however, that the chief factor in reducing the 
mortality has been the method of treatment, for 
there can be practically no doubt that our cases 
have been of the same general type as those which 
have occurred elsewhere.’”’ Then treatment has 
been “late operation and careful painstaking atten- 
tion to the postoperative care of the patients, in- 
cluding maintenance of nutrition, as far as possible. 
We feel that the care given to keeping up the nutri- 
tion of our patients both before and after operation 
has been one of the most important factors of all.” 
The further postoperative care, besides keeping up 
a large fluid intake, has consisted in the use of intra- 
pleural antiseptics. 
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That the Empyema Commission makes too little 
allowance for marked variation in the virulence of 
the hemolytic streptococcus seems evident from 
the fact that at Fort Riley during the same period, 
practicing primary aspiration and secondary opera- 
tion, there was a 34 per cent mortality in 137 cases, 
among which 11 died before a diagnosis of empyema 
could be established, 23 died before aspiration could 
be performed, and 7 of the 13 cases aspirated but not 
operated upon died. ‘That massive exudate may 
occur in twenty-four hours, the Empyema Com- 
mission experienced. The rapid course in some 
instances is evidenced by the statement of the Fort 
Riley surgeons. ‘‘ Most of the completed cases were 
of such fulminating character that they died either 
before any treatment of the empyema condition or 
after one or two aspirations.” It seems obvious that 
neither pre- nor postoperative treatment would be 
of much avail in these cases. 

The Empyema Commission points out that the 
exudate in streptococcus pleuritis is at first sero- 
fibrinous, remaining so often for several weeks before 
becoming frankly purulent, and that during this 
stage the lung remains free and collapsible. Opera- 
tion performed during this stage when there is 
already marked dyspnoea and cyanosis, by pro- 
ducing more or less pneumothorax and so less 
available breathing surface, further increases the 
asphyxia. During this stage of severe toxemia, 
moreover, the organism has urgent need of oxygen 
in combatting the infection. They have found 
suction drainage apparatus during this stage 
cumbersome and unsatisfactory. There is danger 
also of blood-stream infection from absorption of 
streptococci from the fresh wound as shown by 
positive blood culture in one case that before 
operation was sterile. The advantages that would 
accrue from draining away toxins and living or- 
ganisms is more than offset by these complications. 

Relief of mechanical embarrassment due _ to 
accumulated exudate can be secured by repeated 
aspiration. The Commission as a rule aspirated at 
intervals of from two to six days. On an average 
four aspirations were performed on each patient. 
Occasionally a patient had to be aspirated every 
twenty-four hours. Usually by the time of the 
fourth aspiration two or three weeks had elapsed, 
the fluid had changed to pus, and the patient’s 
condition very materially improved. Late opera- 
tion, they found, also seems to be followed by less 
troublesome convalescence. Just how a late opera- 
tion after ‘limiting adhesions have formed pre- 
venting further collapse of the lung” also pre- 
disposes against a chronic empyema cavity is not 
clear. Adhesions limiting the collapse of the lung 
one would expect also to limit its further expansion. 

Drainage operation the Commission performed 
under 0.5 to 2 per cent cocaine anesthesia. Infil- 
tration was made in the proposed line of incision 
and also of the appropriate intercostal nerves 
close to the spine. Incision was made usually in the 
eighth interspace in the posterior axillary line, 
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followed as a rule by rib resection. The importance 
of good and continuous drainage is emphasized. 
An arrangement of tubing and bottles designed to 
drain and irrigate the cavity is described and 
figured. The apparatus consists of a water bottle, 
gravity suction arrangement to evacuate the pus, 
with a T tube inserted between the patient and: the 
first bottle for connection with a Dakin solution 
reservoir. All the cases treated under the care of the 
Commission received treatment with either Dakin’s 
solution, dichloramine-T, 5 per cent in chlorco- 
sane, or chloramine-T in 0.5 per cent to 1 per cent 
aqueous solution. Of these Dakin’s solution gave the 
best results. The technique employed was es- 
sentially that outlined by the Rockefeller Institute 
workers and is summarized below. 

The Commission also made a study of the nitrogen 
output of patients in the early stages of empyema 
associated with hamolytic streptococcus. Deter- 
minations of nitrogen in urine and exudate were 
made in 3 representative cases. The daily excretion 
of nitrogen into the pleural cavity was obtained by 
measuring and analyzing the exudate every time the 
patient was aspirated. After operation the exudate 
could not be collected and the daily pleural nitrogen 
excretion was assumed to be the same as just before 
operation, not over two and one-half grams per day. 
The patients had been kept on a soft diet containing 
1,100 to 1,700 calories and were losing from twelve 
to twenty grams of nitrogen per day. They were 
placed on the regular hospital diet, supplemented 
by extra feedings of eggs and milk. It was found 
that in the acute stage of the disease 3,000 to 3,300 
calories are needed to maintain equilibrium. Prac- 
tically the same amount is needed to maintain 
body weight and it is recommended that patients 
be placed on a standardized diet of this caloric 
value as early as possible and kept on it until they 
have reached their normal weight. 

Regarding the use of antistreptococcus serum in 
pneumonia and empyema, the Fort Riley report 
reads as follows: “‘When administered in empyema 
cases either intrapleurally at the time of aspiration 
or intravenously on the day following aspiration, 
I have noted no change which could not be ascribed 
to the evacuation of the pus. The serum used has 
been the commercial polyvalent product, Mul- 
ford’s and Lederle’s.”” The Empyema Commission 
writes: ‘At present there is little evidence that 
available sera are useful.” 

The treatment of empyema by the Carrel-Dakin 
method at the War Demonstration Hospital, the 
Rockefeller Institute for Medical Research, was as 
follows: Most of these cases were postpneumonic. 
Some were operated upon as early as the third day 
following the onset of pneumonia. The longest 
period which elapsed before operation was 120 days. 
Operation was performed under 1 to 400 novocaine. 
Incision was usually made over the eighth or ninth 
rib, followed by rib resection. Negative pressure by 
means of suction apparatus was tried but discarded 
as unsatisfactory. 
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In the early cases the pleural cavity was not 
flushed out at operation. Three to five Carrel per- 
forated tubes were placed in the cavity extending 
to all points and two large short tubes were inserted 
in order to have a free outflow of secretions and 
chlorinated material. In the later cases the pleural 
cavity was flushed out with Dakin’s solution at the 
time of operation, the large tubes omitted, and the 
Carrel tubes were stiffened by silver wire. Com- 
presses wet with Dakin solution were placed in the 
— wound instead of the large tubes originally 
used. 

As no untoward effect was noted following the use 


of o.2 per cent solution in the early cases, the 


strength was increased to 0.5 per cent. In late cases 
this has been used every hour during the day and 
every two hours at night, and the amount increased 
to 80 or roo ccm. of Dakin’s solution. 

Dressings are made daily. A smear from the in- 
side of the pleural cavity is taken for microscopic 
examination, the cavity is flushed out, the in- 
dividual tubes tested, and fresh tubes inserted when 
necessary. Compresses wet with Dakin’s solution 
are then placed in the external wound as at opera- 
tion, the skin protected with vaseline compresses or 
zinc oxide ointment and a cotton pad and chest 
binder applied. The external dressings are changed 
by the nurse as necessary. 

In the early cases closure took place spontaneously 
in from three to seven weeks. In the later cases 
secondary closure with suture has been made when 
sterilization was obtained as shown by bacteriologic 
curve and in some cases by culture as well. Cultures 
taken at the time of dressings have been found sterile 
in from six to nine days. Secondary closure was 
effected with silkworm through anesthetized skin 
and fascia. The skin edges were freshened but 
granulations not disturbed. Primary union was ob- 
tained in about 70 per cent of the cases. When 
secondary sterilization was necessary, this was 
readily obtained in all cases in a week or less, and 
complete closure was the final result. 

After operation the patients were comfortable 
and in general free from toxic symptoms. All 
patients were put on a full diet and given lung ex- 
ercise as soon as possible after operation. 

Forty-five treated cases are reported; 32 were 
cases of streptococcus, 9 of pneumococcus infection, 
and in 4 it was impossible to isolate any one type of 
organism. 

At operation the fluid was perfectly free in the 
pleural cavity in the majority of cases. The fluid 
was usually thin and watery and of a greenish, 
yellowish, or brownish color. In some a large amount 
of fibrin was present. There were 12 deaths, a 
mortality of 25.6 per cent, 9 of which were of the 
streptococcus group. At autopsy pericarditis was 
found in 5 cases together with one or more of the 
following lesions: cervical adenitis, mediastinitis, 
miliary tuberculosis, intestinal ulceration, peritonitis, 
numerous small lung abscesses and small kidney 
abscesses; one case of general tuberculosis, 3 cases 











GENERAL SURGERY — 


with pneumonia involving the other lung and a 
beginning fibrinous pleurisy. The ultimate results 
in the 45 cases are summarized as 12 deaths, 11 still 
in the hospital under treatment, and 22 cases dis- 
charged with wounds healed clean and solid, and 
the lung, as judged by physical examination and 
X-ray, normal. 

In a preface to the above mentioned reports 
Lieut. Colonel Allen B. Kanavel writes: ‘Studies 
have progressed far enough for us to emphasize the 
following points: 

“Tf treated promptly and efficiently, the wounds 
may close in less than a month. 

“The proportion of patients being returned to duty 
status is constantly increasing. 

‘Proper and persistent treatment of these patients 
will apparently reduce the final number of extensive 
operative procedures to a minimum. 

“‘No extensive plastic operations to close cavities 
should be undertaken until at least six months have 
elapsed. 

“If the discharge persists for longer than two 
months, special study should be made as to the 
presence of poorly drained cavities or other local 
vicious conditions. 

“Persistent and proper care will almost always pro- 
duce a spontaneous recovery.” C. A. HepBtLom. 


Gray, H. M. W.: The Treatment of Gunshot In- 
juries of the Spinal Cord at Casualty Clearing 
Stations. N. Y. M. J., 1918, cvii, 937. 


Operation in all but hopeless cases will, although 
attended by many failures, give quicker improve- 
ment and more complete recovery than a less active 
line of treatment in which abnormalities surround- 
ing or actually in the spinal cord are not removed. 
Recovery of function is obtained in such a small 
percentage of cases however that during a ‘“‘push”’ 
only very selected cases should be operated upon 
in a casualty clearing station. In late cases the 
patients are usually in poor condition, suffering 
from pulmonary or urinary complications, and the 
parts are obscured by masses of fibrous tissue. In 
early cases operation is much simpler. The author 
emphasizes the importance of catheterizing all cases 
suffering from retention before sending off such cases 
on the ambulance train. 

There are three types of cases which arrive at 
the casualty clearing station showing paraplegia: 
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(1) in which the symptoms are due to local con- 
cussion; (2) in which the cord is organically severed; 
and (3) in which paraplegia has developed sometime 
after the injury. The paralyzing effects of local 
concussion are often very marked. This may be 
caused by the passage of a missile close to but out- 
side the spinal canal. In such cas. s paralysis begins 
to clear up within a few days. If no sign of return 
of function appears after nine or ten days, the ques- 
tion of operation for removal of possible blood-clot 
or depressed bone arises, but this must be decided 
at the base. It is obvious that men with a complete 
sudden paraplegia should not be kept in the casualty 
clearing station if otherwise fit to travel. 

Roughly speaking, indications for operations in 
casualty clearing stations are: in the presence of 
incomplete paralysis of motion or sensation below 
the lesion especially; if X-rays show displaced 
fragments of bone or the presence of a piece of 
metal on or near the cord; when the symptoms of 
paralysis have developed some time after the inflic- 
tion of the injury, unless due to inflammation in 
cases which have been lying out, when operation is 
practically hopeless, because in this class of cases 
the slow onset of paralysis may be due to some 
depressed fragments after motion or to a blood-clot 
formation; when pain due to pressure on nerve- 
roots is excessive and uncontrollable. In all other 
cases it is better when feasible to evacuate the patient 
without delay. 

Certain operative details mentioned by the author 
are the following: Local anesthesia is effective and 
easily carried out. The use of adrenalin renders 
the field practically bloodless. The patient should 
first be given a dose of morphine or pantopon 
scopolamine. If the wound is well to one side, it 
is better to make a fresh free incision in the midline 
and use the wound for drainage. Set operations 
should be avoided. If the would is not sutured, 
if the dura has been opened, Carrel’s method of 
after-treatment with the patient lying on one or the 
other side should be carried out. In cases which 
are retained in the casualty clearing station, the 
question presents itself as to whether suprapubic 
drainage of the bladder should be done. If opera- 
tion on the spine shows that early improvement 
may be expected, it may be advisable to postpone 
drainage of the bladder. In any case if cystitis 
threatens, drainage is indicated. R. B. Betrman. 
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UTERUS 


Miller, C. J., and King, E. L.: Use of Radium in 
Non-Malignant Uterine Hemorrhage. South. 
M. J., 1918, xi, 449. 

Ten cases were classified as idiopathic and due to 
menopause. The youngest was a girl of sixteen, who 
had bled profusely for months; the others were from 
twenty-five to forty-six years of age. In all of them 
the bleeding had persisted for years. They had all 
been curetted from one to six times without relief; 
most of them had also been treated medicinally in 
various ways; one had had 23 and one 28 X-ray 
treatments. Nine of them were given intra-uterine 
radium treatments, the average dose being 1,000 
milligram hours. In only one patient did the treat- 
ment fail to relieve the condition. In two other 
cases it was necessary to repeat the treatment. 

Eighteen cases with chronic metritis and hypo- 
plasia were treated. The patients ranged in age 
from thirty to fifty-five and most of them had 
suffered from bleeding for several years; generally 
menorrhagia first, and later metrorrhagia as well. 
Many of them gave a history of previous pelvic in- 
fection, most often puerperal in type. Dysmenor- 
rhoea was the rule, accompanied by nervousness. 
Thirteen had been curetted from one to four times 
and 7 had had other operations on the uterus or 
adnexe performed at the same time, all without 
relief. In every case radium treatment was followed 
by amenorrhoea. In two patients there was a recur- 
rence of the bleeding about one year later, the flow 
being approximately normal. The others are still 
relieved. Six patients suffered from marked meno- 
pausal symptoms. 

Twenty-six patients, between twenty-nine and 
forty-five years of age, were treated for fibroids. 
The tumors varied in size from small ones of a 
diameter of 3 to 6 cm. to one as large as a seven- 
months’ preznant uterus. Seventeen of these pa- 
tients had been curetted, 2 had also had a myomec- 
tomy performed, and in 1 a small polypus had also 
been previously removed. Two had had X-ray 
treatments with temporary relief. In all of them a 
single radium treatment was, as a rule, sufficient to 
bring about amenorrhoea which is apparently perma- 
nent. In 1o cases a second application was made a 
month or so after the first to make assurance doubly 
sure. In one case there was a slight return of the 
flow, necessitating a second treatment eleven months 
later. One patient, treated in January, 1916, wrote 
four months la er that she had not been much im- 
proved. Another case was operated upon success- 
fully later. All the other cases have been entirely 
relieved by the treatment and in those that have 
been examined subsequently the uterus has been 


found to be about normal in size, with the tumors 
one-half to one-third the original size and, at times, 
hardly perceptible. The dosage employed was at 
first 500 to 1,000 milligram hours. Later better 
results were obtained by the use of 1,500 to 2,000 
milligram hours. Epwarp L. CorNELL. 


Oliva, L. A.: X-Ray and Radium in the Treatment 


of Uterine Fibromyoma (I raggi X e il radium 
nella cura dei fibromiomi dell’utero). Gazz. d. osp. 


e d. clin., Milano, ‘1918, xxxix, 345. 


The author has treated 35 cases, most of them at 
about the menopause, in which the tumor was not 
very large. In 25 there has been a total disap- 
pearance of the tumor, but only in 1o cases have 
two or more years passed since the last irradiation. 
Of the remaining ro cases, 6 show an average reduc- 
tion to about one-third the original size of the 
tumor, with persistent amenorrhoea; the other 4 
show amenorrhoea but no reduction in the size of 
the tumor. Five of the cases were treated exclusively 
by roentgen rays with deep massive doses; 28 were 
treated with roentgen rays and radium; 2 by radium 
alone. 

The author thinks irradiation should be the 
treatment of interstitial and intraligamentous 
fibromyoma of small volume in women who have 
passed the menopause or are approaching it. This 
treatment generally causes the tumor to disappear 
with persistent amenorrhoea. With the same type of 
tumor in young women, irradiation is not to be 
counseled because the massive doses necessary 
endanger the maternal function, while surgery often 
permits a simple enucleation of the myoma with 
preservation of the organs. 

With subserous fibromyoma, especially if large, 
no matter what the age of the patient, surgical 
treatment is to be preferred because the action of 
the rays is very slow, hazardous to maternity in 
young women, and this kind of tumor, owing to its 
volume and compression exerted, calls for quick 
removal. Similarly submucous fibromyoma more 
or less prolapsed, no matter what the age, if com- 
plicated by other diseases calls for surgical treat- 
ment. Operation is usually easy, effective, and 
without danger. 

Irradiation is indicated where surgery is contra- 
indicated on account of cardiopathy, nephritis, 
anemia, etc. Six of the author’s cases were of this 
type, and he remarks that anemic patients tolerate 
irradiation very well if it is rapid and intensive. 
Finally, irradiation is effective in cases in which 
operation must be for any reason delayed, for 
instance, for a very large tumor or for the lesser 
anemias. The hemostatic and atrophying action of 
the rays in such cases is of the greatest benefit 
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inasmuch as it permits rehabilitation of the patient’s 

general state, reduces the tumor, and warrants a 

more favorable termination to surgical operation. 
W. A. BRENNAN. 


Bonney, V.: Myomectomy or Hysterectomy. Brit. 
M. J., 1918, i, 278. 


In a discussion of the relative merits of myomec- 
tomy or hysterectomy, Bonney concludes that the 
practice of myomectomy should be considerably ex- 
tended as an alternative to hysterectomy. 

The main drawback to myomectomy is the con- 
tinuance of menorrhagia. This may be due to: 
(1) a missed submucous fibroid; (2) endometrial 
thickening; (3) hypertrophy of the uterus; (4) de- 
generation of the uterine wall. Of these four condi- 
tions, the first three are usually part of the fibroid 
process, and the indicated treatment, namely, care- 
ful search for small fibroids, curettement, and trim- 
ming away part of the uterine musculature, should 
be resorted to. In a degenerative process of the 
uterus, if fibrosis rather than fibroids is the cause 
of hemorrhage, hysterectomy should be done. 

Usually reappearance of fibroids after myomec- 
tomy is due to small fibroids which have been over- 
looked, and is not due to new ones springing up. 

The subject of future pregnancy after myomec- 
tomy is almost negligible, even though only ten per 
cent of women conceive after the operation. This 
view is taken from the fact that of those who come 
to operation many are over forty years of age, a 
good proportion of them are unmarried, and a large 
number are sterile married women. The danger of 
pregnancy after myomectomy and the uterine scar 
being unable to stand the strain is nil on account of 
the perfect healing of the uterine muscle. 

The risk of the two operations is about the same, 
namely, hemorrhage, but proper hemostasis should 
eliminate this. Therefore myomectomy is the opera- 
tion of choice except when fibroids are very numer- 
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ous and large, or when there is danger of over- 
looking some because of small size or location and 
consequent return of the condition. I. W. Bacu. 


Rochard: Advantages of Total Abdominal Hysterec- 
tomy, Especially in Pelvic Suppurations (Des 
avantages de l’hystérectomie abdominale totale, 
principalement dans les suppurations pelviennes). 
Bull. Acad. de méd., Par., 1918, \xxxix, 356. 


The author states that for a considerable time 
subtotal hysterectomy has replaced total hyster- 
ectomy. He believes this, practice wrong and favors 
the total operation. It does not deserve the objec- 
tions that have been made against it; and a cervix 
left in situ often becomes the site of epithelioma. 
In severe cases of pelvic suppuration the total 
operation gives effective drainage. 

Since 1908 the author has carried out the total 
operation, which he divides into two stages. A 
subtotal hysterectomy is first done, which is followed 
by the secondary removal of the uterine neck. 
This he calls “subtotal hysterectomy totalized.”’ 

The author shows that the dangers which some 
authors declare connected with the total operation, 
i. e., hemorrhage, injury to the ureters, shock, and 
infection, are easily avoidable. The difficulty of 
the operation, which was its chief drawback, has 
been obviated by thus dividing it into two stages 
and it becomes easy and rapid. 

The author’s statistics from February, 1917, to 
February, 1918, comprise 122 laparotomies. Among 
these there have been 68 hysterectomies for salpin- 
gitis, ovarian cancer, etc.; 48 were subtotal and 
22 total. All these, as well as 7 other recent total 
hysterectomies, have given only 1 death. 

The author practices total hysterectomy in two 
stages whenever the neck appears doubtful on 
palpation, whether the process is uterine or adnexial; 
also in double pelvic suppuration whenever the 
lower pelvis is involved. W. A. BRENNAN. 
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PREGNANCY AND ITS COMPLICATIONS 


Mussey, R. D.: Surgical Conditions Complicating 
Intra-Uterine Pregnancy. Am. J. Obst., N. Y., 
1918, Ixxvii, 806. 


In the three years from 1914 to 1916 inclusive, 
there were more than 10,000 abdominal operations 
on women at the Mayo Clinic, and in that number 


253 pregnant women were found to have definite: 


surgical lesions not dependent on, though associated 
with, the pregnancy. Of these, operations were 
advised in 138 cases and performed in 123 cases. 
In the present study 23 of these are not considered 
because of lack of subsequent data confirming the 
diagnosis of pregnancy; thus 100 cases only are 
here reviewed. Of these the surgical conditions 
with respect to frequency occurred as follows: 
appendicitis, 57 times; cholecystitis and cholelith- 
iasis, 26 times; fibroids, 3 times; adenoma of the 
thyroid and exophthalmic goiter, 4 times each; 
tumor of the breast, 3 times; inguinal hernia, 4 
times; ovarian tumor, 5 times; duodenal ulcer, 
salpingitis, retroversion of the uterus, carcinoma 
of the breast, and exploration, twice each; ventral 
hernia, pyonephrosis with stone, ovarian and tubal 
abscess with stones in the common duct, cyst of the 
submaxillary gland, laceration of the perineum, 
abscess of the cheek, anal fistula, hamorrhoids, 
tumor of the antrum, tumor of the parotid gland, 
osteomyelitis, sterility, and epithelioma of the arm, 
once each. 

During the same three-year period there were 
130 pregnant women with surgical complications 
who did not come to operation. In order of fre- 
quency the surgical conditions were: appendici- 
tis and adenoma of the thyroid, 31 times each; 
fibroids, 17 times; gall-stones, 15 times; cholecy- 
stitis, 14 times; varicose veins, 5 times; hemorrhoids 
and perineal lacerations, 3 times each; adenoma of 
the breast, exophthalmic goiter, salpingitis, cystocele 
and cervical laceration, twice each; ovarian tumor, 
cervical polyp, perineal relaxation, Hodgkin’s 
disease, gastric ulcer, and tuberculosis of the spine, 
once each. 

Mussey discusses these complications briefly and 
proposes the following conclusions: 

1. Any operation which can be postponed should 
not be done during pregnancy. 

2. When necessary, operations for appendicitis 
can be done without undue risk to mother and child. 

3. It is rarely necessary to operate for fibroid 
tumors complicating pregnancy, but when opera- 
tion is necessary, it is associated with little danyer. 

4. The removal of an ovarian cyst during preg- 
nancy is less dangerous to the mother than is expec- 
tant treatment. 


5. While the time most favorable for operation 
is believed to be in the first half of pregnancy, when 
necessary it can be done later. 

CAREY CULBERTSON. 


Slemons, J. M.: Analysis of the Blood in Eclampsia 
and Allied Intoxications. Am. J. Obst., N. Y., 
1918, Ixxvii, 797. 


The author considers as tenable the view that 
convulsions in pregnancy are due to some derange- 
ment of metabolism because the nitrogenous waste 
products of the urine are usually not only diminished 
but bear an abnormal quantitative relationship 
to each other. He accepts this view as a working 
hypothesis, notwithstanding the fact that urinaly- 
sis fails to supply a great deal of desirable infor- 
mation for the interpretation and the management 
of pre-eclamptic toxem a. 

As a further step in the study of this condition 
Slemons has turned to blood analysis and in the 
present article discusses consecutively the non- 
protein nitrogen and its components, the sugar, 
the fats and lipoids, and finally the alkalinity of 
the blood as measured by the carbon dioxide com- 
bining power of the plasma. 

The results of his study are set forth in six tables, 
expressing results in detail. His conclusions are as 
follows: 

1. Analysis of the blood in cases of eclampsia 
and allied intoxications reveals a normal quantity 
of amino-acids and a slight retention of nitrogenous 
waste products, as urea and uric acid. 

2. After convulsions there is an increase in the 
blood-sugar. 

3. The total fat is approximately the same in 
cases of toxemia and of normal pregnancy. Usu- 
ally the cholesterol is increased and the lecithin 
diminished in eclampsia. 

4. The carbon dioxide combining power of the 
plasma is reduced during normal pregnancy, indi- 
cating a mild acidosis, and the variations met with 
in the presence of auto-intoxications are insigni- 
ficant. 

5. The results of blood analysis do not support 
the acidosis hypothesis nor the derangement of 
protein metabolism hypothesis of eclampsia and 
indicate that the cause of the disease must be 
sought elsewhere. CaREY CULBERTSON. 


Zarate, E.: Spontaneous Hysteropexy in Repeated 
Czesarean Operation (Cesarea iterativa; his- 
teropexia espontanea). Rev. argent. de obst. y ginec., 
Buenos Aires, 1918, ii, 20. 


The most serious operative complication met with 
in a repeated cesarean section is that arising from 
adhesions. Sometimes these are unimportant. 
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Sometimes the uterus is lightly fixed to the omen- 
tum and at other times it is rigidly held to an in- 
testinal loop or fixed to the abdominal wall in such 
a way as to constitute a veritable spontaneous 
hysteropexy. 

On account of the positions which the uterus may 
assume, a repeated caesarean is often turned into 
an atypical operation. The classic technique cannot 
be followed; the conditions found suddenly con- 
front the surgeon who must decide rapidly what 
course to follow in order to insure a satisfactory 
result. 

Adhesions of the omentum to the uterus or the 
abdominal wall are the most frequent, occurring in 
about 60 per cent of casarean cases. If the in- 
testine is adherent, its liberation may require 
clever manipulation and sometimes even resection. 
The most dangerous class of adhesions are un- 
doubtedly the uteroparietal. The uterus may be 
fixed in an irregular position and it may be greatly 
distorted. In one reported case the uterus had un- 
dergone a torsion of 90 degrees on its axis owing to 
adhesions. 

The author reports a case of exceptional uterine 
deformity by uteroparietal adhesions. The patient 
was a woman of thirty-nine, a para-II, whose first 
labor had terminated by cesarean section. The 
parietal adhesions covered about three-fourths of the 
anterior face of the uterus involving all the left 
cornua and adnexa. The adhesions were so tough 
and resistant that they had prevented normal de- 
velopment of the greater part of the uterus, and 
this had taken part principally in the right cornua 
and posterior part, the posterior part of the lower 
segment being elevated to the height of the um- 
bilicus. The scar of the original incision was dragged 
down into the Douglas pouch, its transverse position 
being changed into an oblique one in the posterior 
face. 

This position of the uterus necessitated a diamet- 
rically oblique incision for the second cesarean 
which passed through the most vascularized part 
of the uterine wall. In addition, the difficulty of 
uterine retraction due to its parietal fixation ren- 
dered the checking of haemorrhage almost impossible; 
and owing to this and the patient’s condition the 
author was obliged to perform an immediate 
hysterectomy after delivery of the child. The 
woman left the hospital well at the end of forty 
days and the child then weighed 5,700 grams. 

W. A. BRENNAN. 


Bacon, C. S.: Feeding in Hyperemesis Gravidarum. 
J. Am. M. Ass., 1918, xx, 1750. 


Rectal feeding remains the most practicable 
method and, when properly given, is efficient. 

The cleansing enema may be given early in the 
morning, at 7 or 8 o’clock. Then the nutrient 
enemas should start about 9 a.m., 2 p.m., and 
7 p.m. Sometimes it will be found desirable to 
add ten drops of tincture of opium to the evening 
enema. 


341 


The composition of the rectal feedings should 
have about the following proportions: glucose, 50; 
alcohol, 50; calcium chloride, 0.3; sodium bicarbonate, 
3; sodium chloride or bromide, 4; vitamin, as much 
as is sufficient; distilled water, enough to make 1,000. 
From 300 to 500 gm. are to be given three times a 
day. This mixture has an energy value of about 
550 calories. If 1,500 ccm. are given each day, the 
patient will receive 825 calories. In two or three 
days the retching stops, the thirst disappears, and 
the patient is in a fairly comfortable condition. 
The great nitrogen loss’ is stopped and the total 
nitrogen output in the urine is often reduced to 
3 gm. in twenty-four hours. The ratio of the 
ammonia nitrogen to the total nitrogen also falls, 
although it may still remain more than twenty 
per cent. 

It now becomes a difficult task to determine 
when stomach feeding may begin. As a rule, it 
is better to be cautious than hasty. The returning 
appetite of the patient and her confidence in her- 
self is at times a guide. If the pregnancy is ap- 
proaching the fourteenth week and the uterus is 
raising out of the pelvis, the mental change is 
often remarkably sudden. Likewise in markedly 
neurotic patients, the cures are often sudden. 
Lavage of the stomach is frequently very desirable 
before beginning oral feeding. The foods best 
taken are generally some forms of milk, such as 
peptonized milk, malted milk, and buttermilk. 
‘gg albumin is added early. Rectal feedings are 
discontinued gradually and not until the stomach 
feeding is re-established. Even when the patient 
has recovered completely, she should be kept under 
control until the sixteenth or the eighteenth week, 
as discouraging relapses are not uncommon. 

EpwArD L. CoRNELL. 


Gentili, A.: The Relation of the Hypophysis to 
Increased Diuresis and to the So-Called Dia- 
betes Insipidus of Pregnancy (L’ipofisi in rap- 
porto all’ aumentata diuresi ed al cosidetto diabeto 
insipido della gravidanza). Ann. di ostet. e ginec., 
Milano, 1917, xli, 173. 

The author describes the case of a para-V aged 
forty years who was in good health in spite of having 
had attacks of malaria and pneumonia. The 
gynecological history showed one febrile puer- 
perium and two others with delayed recovery. In 
her last pregnancy from the sixth month there was 
marked polyuria (5,000 to 6,000 gr. of urine in twenty- 
four hours) of low density but not containing ab- 
normal constituents; also polydipsia, weariness, 
insomnia, and abundant metrorrhagia. From the 
seventh month there were signs of osteomalacia with 
a beginning skeletal deformation. The general state 
steadily declined, with loss of weight, persistence of 
the polyuria, and accompanying phenomena not- 
withstanding attempts at treatment with hypo- 
physeal extract which only effected a temporary 
improvement. Labor was induced at the end of the 
eighth month by the Krause method, a slight inertia 
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during the expulsive period being overcome by 
pituitrin injection. The foetus was alive and the 
postpartum period normal. The polyuria gradually 
diminished to about one liter of urine in the twenty 
four hours, being normal in density. The osteo- 
malacia also gradually diminished. 

The author discusses the case at length, quoting 
opinions expressed by various authors on the sub- 
ject. He concludes from his study that the syndrome 
described, especially the form of the so-called diabe- 
tes insipidus of pregnancy has its origin in functional 
disturbances principally in the hypophysis. As it has 
been clinically demonstrated that there is a direct 


or indirect relation between the phenomena of dia-, 


betes insipidus, apart from pregnancy, and altera- 
tions of the hypophysis, it is reasonable to regard 
the forms of diabetes insipidus manifested during 
pregnancy and ceasing with parturition as due to an 
exaggeration of the well known anatomic and func- 
tional alterations of the gland in maternity. 

During pregnancy the hypophysis, owing to 
great functional adaptability, transforms cells of the 
anterior lobe into well differentiated elements. This 
answers perhaps to the call for new hormones to meet 
changed conditions in the organism. ‘The differen- 
tiated cells disappear or become reduced when such 
new needs have ceased. But by such action the 
endocrine relations of the anterior lobe with other 
parts of the hypophysis and other glands of the 
same group are probably changed. 

The relative insufficiency of the posterior hypo- 
physeal lobe is almost normal in pregnancy; it 
causes urinary modilications during this period and 
it is more marked in the last period of gestation and 
in multipare. If this insufficiency is accentuated by 
pre-existing modiiications in the hypophysis, by 
preceding alterations in the endocrine inter-relation- 
ship, there may occur during pregnancy a true dia- 
betes insipidus which will cease after birth, though 
perhaps giving phenomena at recurrent menstrual 
periods. 

In the same way may be explained the accentua- 
tion of pre-existing polyuria during pregnancy and 
the return to normal condition in the puerperium. 

From the facts stated, the cause of this polyuria 
being known and the accompanying polydipsia 
arising during pregnancy and ceasing afterward, 
it is right that it should be removed from the group 
of idiopathic forms and classed under the name of 
polyuria diabetes insipidus of pregnancy. 

W. A. BRENNAN. 


Emge, L. A.: Further Observations on Acidosis in 
Pregnancy. Am. J. Obst., N. Y., 1918, Ixxvii, 813. 


In 1916 the author reported his investigations of 
the carbon dioxide tension of the blood of 68 normal 
uterine pregnancies, finding that there was normally 
an acidosis of varying degree which disappeared 
shortly after parturition. The material of the pres- 
ent study comprises 21 cases of various toxemic 
disturbances in pregnancy and ro normal menstru- 
ating women, divided into four groups, namely, 
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(1) eclampsia and pre-eclamptic toxemias; (2) 
nephritis of pregnancy; (3) excessive vomiting of 
pregnancy; and (4) normal menstruation. Details 
of these present investigations are set forth in four 
tables. 

The author presents his conclusions as follows: 

t. Menstruation does not alter the alkaline 
balance of the blood in normal women, as shown by 
the carbon dioxide. 

2. Labor increases the acidity of the blood by 
reason of the attendant muscular exertion. 

3. The acidity of the blood in eclampsia increases 
in proportion to the severity and number of con- 
vulsions, again pointing to the influence of muscular 
exertion. 

4. The acidosis:of the toxemias of pregnancy is 
usually only equal to that noted in normal preg- 
nancy. 

5. Anesthesia and starving both depress the car- 
bon dioxide content of the blood. 

6. The blood collected in open tubes will give 
lower carbon dioxide readings than that collected 
under oil. CAREY CULBERTSON. 


LABOR AND ITS COMPLICATIONS 


Brindeau, A.: Combined Rupture and Inversion 
of the Uterus (Rupture et inversion utérines 
combinées). Arch. mens. d’obst. et de gynéc., Par., 
1917, Vi, 195. 

The patient was a woman aged thirty-two years, a 
para-VII. The first five labors were normal, the 
sixth difficult with instrumental delivery. At the 
end of the seventh pregnancy there was a sponta- 
neous rupture of the uterus. An immediate laparo- 
tomy was done. The foetus was found among the 
loops of small intestine, and was easily extracted. 
The placenta herniated outside the wound and the 
uterus was inverted. Hysterectomy was done. 

On examining the removed uterus, it was found to 
be completely inverted above the tear so that the 
internal surface became the external and the peri- 
toneal face was internal. The tubes and round liga- 
ments had penetrated through the rupture and 
become internal. The uterine rupture was on the 
left ledge nearer the posterior than the anterior face. 
Microscopic examination of the tear showed that it 
was in cicatricial tissue in the midst of which there 
was some necrosed muscle fibers. Further examina- 
tion showed obliteration of the internal orifice of 
the cervix. The woman made a complete recovery. 

The history of a previous difficult labor with a 
probable rupture of the lower segments accounts for 
the rupture occurring in cicatricial tissue. This 
tissue was only about 1 mm. thick, and the dis- 
tention and first contractions of labor were suffi- 
cient to cause rupture. 

It is not so easy to explain the obliteration of the 
internal os. It is difficult to say whether or not the 
obliteration was complete. How did fecundation 
occur? The author thinks it possible: (1) that the 
cicatrization may have continued during pregnancy 








OBSTETRICS 


and that the internal orifice may have been engulfed 
in the process; or (2) that obliteration was apparent 
only and that the tissues of the inferior sezment in 
time obliterated the lumen of the cervix in the su- 
perior part. In any case it seems that there was a 
pathological process beginning before fecundation 
and continuing during pregnancy. The woman 
probably became pregnant before the cicatrization 
of the old scar was complete. 

The placenta was inserted about 2 cm. above the 
tear where the uterine wall was very thin. Al!l the 
portion of the uterus above the tear was inverted. 
The author traces the inversion originally to uterine 
inertia which was very marked in this case. 

W. A. BRENNAN. 


Kouwer, B. J.: Old Primiparz; Connection Be- 
tween the Age and the Mode of Labor in Primi- 
parz (Les primiparae agées; relation entre la’ge 
de la femme et le mode d’accouchement chez les 
primipares). Arch. mens. d’obst. et de gynéc., Par., 
1917, Vi, 207. 


Kouwer of the Obstetrical Clinic of Utrecht gives 
a number of very interesting tables and statistics 
concerning pregnancy and labor of primipare. 
He has made a personal study of labor in old primi- 
pare based on the observations of 5,300 labors 
observed at Utrecht from r900 to 1916, and a 
study of the literature. He finds that: 

1. The duration of labor increases with the 
age of the primipara. The cause is the diminution 
in the contractions. The number of forceps appli- 
cations increases in the same proportion. 

2. The influence of age begins to become manifest 
from the twenty-fourth year. 

3. The phenomenon is probably the consequence 
of functional weakening of all the organs. ‘This 
weakening includes the endocrine glands acting on 
the uterus which cause modifications during preg- 
nancy. This weakness is itself due to retarded 
physiological development of the feminine organ- 
ism. The hypothesis seems to be strengthened by 
the increased frequency of uterine inertia, gravid 
albuminuria and eclampsia starting from the twenty- 
fourth year. 

Some of the results shown in Kouwer’s ‘statistics 
are as follows: Regarding the duration of labor, 
the average is as follows; age twenty years, 15.0 
hours; twenty-four years, 16 hours; thirty to thirty- 
seven years, 38 hours; with a steady increase 
from the twenty-fourth year. 

Regarding extraction by forceps, the average is 
age twenty years, 5.4 per cent; twenty-four years, 
7.5 per cent; thirty to thirty-seven years, 21.3 per 
cent; thirty-eight to forty-seven 34.3 per cent. 
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Eclampsia increases from 0.86 and 1.81 per cent 
at ages twenty and twenty-four years respectively 
to 3.33 per cent between the ages of thirty-eight 
and forty-seven years. 

Albuminuria increases from 12.3 to 21.5 per cent 
at twenty and twenty-four years respectively to 
34.2 per cent at thirty-eight to forty-seven years. 

W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 
Haugh, E.: 


aprés V’accouchement). 
gynéc, Par., 1917, vi, 224. 


Postpartum Eclampsia_ (L’éclampsie 
Arch. mens. d’obst. et de 


In the Rigshospitalet of Copenhagen during the 
past six and a half years, among 8,600 deliveries 
140 cases of eclampsia were observed. Of these 
only 19 were postpartum, or 13.6 per cent. Haugh 
has not observed that aze in‘luences the progress 
of the disease, neither does the time of onset of 
labor. Amon the important symptoms, from the 
point of view of prognosis, Haugh refers to the 
marked diuresis, attaining 3,000 or 4,000 ccm. per 
day, which occurs from the time the patient begins 
to recover. 

The author reviews the various methods of 
treatment. He thinks the most rational treatment 
is that which has the elimination of the eclamptic 
poison for its object. It is preferable to neutral- 
ization. This elimination of toxins may be either 
through the kidneys, by the intestines, or by 
bleeding. In his own service Haugh immediately 
administers 35 to 40 gr. of castor oil, preceded by 
lavage of the stomach. He has seen several cases 
greatly improved after one or more purges. 

Haugh traces the history of venesection in con- 
nection with eclampsia which was practiced as far 
back as 1670 by Mauricean. In his own cases Haugh 
has practised it ro times, removing quantities of 
blood varying from 450 to 1,000 ccm. The ulnar 
vein was always used and the method was only 
resorted to in very serious cases. In 7 cases, in 
which from 600 to 1,000 were withdrawn, the 
convulsions ceased at once. The other cases did 
not give such rapid results. 

Much has been written to the effect that the 
prognosis of this form of eclampsia is very bad; 
the author has found the contrary to be the case. 
He submits a tabular statement of authors who 
have compiled statistics comparing this form of 
eclampsia with other forms. Eleven authors show 
a lesser mortality and only three a greater mortality 
in postpartum eclampsia than in other forms. 
All of Haugh’s cases recovered. 

W. A. BRENNAN. 











KIDNEY AND URETER 


Green, R. H.: The Present Status of Renal Tuber- 
culosis. Internat. J. Surg., 1918, xxxi, 151. 


Previous to the war, Green claims that renal 
tuberculosis was studied in a conscientious and scien- 
tific manner, but since then the war has acted as a 
deterrent to scientific research along these lines. 

The author claims that unless there are marked 
symptoms of septicemia in some form, renal tuber- 
culosis should not be treated by operative proce- 
dures; but if marked septic conditions are present, 
they may be so imperative as to require surgical 
intervention. 

The mental as well as the physical condition of the 
patient needs careful attention. Cystoscopy should 
be performed with unusual care, and _ ureteral 
catheterization should not be attempted unless 
indications for its employment are very urgent. 
The author follows the method of Eckford of X-ray- 
ing the inoculated guinea-pig, thereby increasing its 
susceptibility to tuberculosis, and obtaining a 
diagnosis in two weeks. 

As to therapy, Green advises the use of a vaccine 
which has proven of some value in inoperable cases; 
for tuberculous cystitis he recommends irrigations 
of one part of ichthyol to five of water. In septic 
cases the problem is a difficult one; if it can be de- 
finitely determined that the condition is confined 
tofone kidney alone, the problem is more simple. 
When circumstances permit, one or two months 
in the mountains is very beneficial, but this failing, 
a nephrectomy, with the removal of as much of the 
ureter as is practical, should be performed. 

Where both kidneys are found to be involved, 
together with a high degree of sepsis, an exploratory 
operation should be performed, both organs examin- 
ed and operative procedures then instituted as cir- 
cumstances seem to indicate. Louris Gross. 


Pepper, O. H. P.: Functional Tests of the Kidney 
in Diagnosis and Prognosis. Penn. M. J., 1918, 
XX1, 575. 

The author calls attention to the difficulties in 
determining accurately renal function because of the 
complexity of the process, the gaps between theories 
and facts as to renal secretion, and misinterpretation 
of function testing due to extraneous factors. 

The kidney is chiefly concerned with the elimina- 
tion of water, nitrogenous waste and sodium chloride. 
Along each of these lines functional tests have been 
applied. These separate tests of kidney ability 
may be combined and the results observed in 
conjunction with studies of the blood. The estima- 
tion of blood urea nitrogen is most commonly em- 
ployed. Estimation of the sodium chloride of the 
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blood is not difficult but has only a limited ap- 
plication. 

The remaining group of tests is based upon the 
elimination by the kidney of some foreign sub- 
stance of which the rate and quantity of secretion 
can be measured, i.e., lactose, potassium iodide, 
methylene blue, indigo carmine and _phenolsul- 
phonephthalein. 

Of the various tests mentioned, four are of especial 
usefulness: (1) the testing of the ability of the 
kidney to eliminate water and to dilute or concen- 
trate the urine; (2) the elimination of salt test; (3) 
the estimation of blood urea nitrogen; and (4) the 
phthalein test. 

Diagnosis may be considered from four points of 
view: (1) The test may give information concerning 
the kidney ability to perform a given function; (2) 
an estimate of the degree of renal impairment by 
nephritis may be attempted from one or more tests; 
(3) an estimate of the patient’s condition at the 
moment may be obtained; (4) an attempt may be 
made to draw conclusions concerning the anatomical 
lesion in the kidneys. The phthalein test is in all 
respects the best all-around test of renal function. 

The water test, the chloride elimination and the 
phthalein merely tell the state of the kidney func- 
tion at the moment. The blood urea nitrogen tells 
more, in that it gives evidence of the degree to which 
the body is being poisoned by retained products. 
For prognostic aid, most cases will require a repeti- 
tion of several functional tests in order to ascertain 
the direction of change. 

An increasing blood urea nitrogen or a decreasing 
phthalein is very significant and a high urea nitrogen 
with a very low phthalein seldom persists long 
without the development of uremia. In the control 
of treatment the functional tests must be repeated 
at intervals to obtain the best results. 

The author in conclusion emphasizes the im- 
portance of excluding extrarenal factors and of 
always interpreting the tests in conjunction with 
routine study of the urine, the blood-pressure, and 
the patient. H. G. Hamer. 


Stengel, A., Austin, J. H., and Jonas, L.: A Com- 
parison of the Functional and Anatomic 
Findings in a Series of Cases of Renal Disease. 
Arch. Int. Med., 1918, xxi, 313. 


The authors present the results of a careful study of 
30 cases of renal disease, 15 of which came to autopsy. 
The tests applied consisted of estimation of hamo- 
globin, blood-pressure, phenolsulphonephthalein 
output, blood urea nitrogen, non-protein blood 
nitrogen, plasma chlorides, plasma _bicarbonates, 
urinary specific gravity, and observations of the 
eye-grounds. They summarize the study as follows: 
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1. The cases of acute nephritis showed a pro- 
nounced impairment of all the renal functional tests. 

2. The cases of advanced chronic glomerulone- 
phritis showed, in the most pronounced degree, 
elevation of blood-pressure, depression of phenol- 
sulphonephthalein excretion, elevation of blood 
urea or non-protein blood nitrogen, fixation of 
urinary specific gravity, and the presence of al- 
buminuric retinitis. 

These cases were characterized, however, by a 
normal or even a definitely subnormal plasma 
chloride level, and by a considerable reduction of 
the plasma bicarbonates. 

Those cases which exhibited marked tendency 
to proliferative changes in the glomerular tufts were 
characterized, as a rule, by higher blood-pressure 
than the cases which exhibited chiefly hyaline 
changes in the tufts. 

3. The cases which might have been classed 
clinically as chronic parenchymatous nephritis or 
as nephroses because of the very slight elevation of 
blood-pressure, the less marked depression of 
phenolsulphonephthalein, the less marked elevation 
of non-protein nitrogen and the more nearly normal 
urinary specific gravity, and because they exhibited 
conspicuous oedema, especially of the face, and 
abundant albumin and casts of all kinds in the 
urine,—these cases were less definitely characterized 
histologically than had been expected. While it is 
true that they showed pronounced degenerative or 
necrotic changes in the tubular epithelium, they also 
showed conspicuous, even advanced glomerulo- 
nephritis. Histologically, their separation from 
the clinical group of advanced glomerulonephritis 
would have been difficult, perhaps impossible. 
Grossly, the kidneys in these cases were identical 
with those of the other group just mentioned. The 
authors prefer to call these cases simply ‘chronic 
nephritis” without further qualification. 

The plasma chlorides were elevated in the two 
cases of this group studied in this connection. 

4. The cases which clinically and histologically 
were cases of renal arteriosclerosis exhibited a 
variety of forms of kidney grossly and could not 
have been properly classified on gross appearance 
alone. The blood-pressure, and expecially the pulse- 
pressure, although much above normal, were usually 
lower than in cases of advanced glomerulonephritis. 

The plasma chlorides and plasma bicarbonates 
were normal or approximately so. 

5. In all cases with elevation of blood-pressure, 
some fall of pressure was noted in the last five or 
ten days before death. Contrary to expectation, 
however, the fall in diastolic pressure was closely 
proportional to the fall in systolic pressure, and 
not less, as might be expected. GILBERT SMITH. 


Fitz, R.: The Urea Index as a Test for Kidney 
Function in a War Hospital. J. Am. M. Ass., 
1918, lxx, 1755. 


The author has observed nephritis in Base Hos- 
pital No. 5 with McLean’s urea index as a kidney 
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function test. An absolute adherence to McLean’s 
directions with the determination of urea in the 
blood and urine by the urease method was followed 
out. He found it necessary to use an aspirating 
pump where water suction was not available. The 
normal solutions were kept in tightly stoppered 
flasks from which the dilutions were made to N/50 
and N/roo solutions in calibrated flasks. Every 
week the normal solutions were checked. 

The entire time of the test was only seventy-two 
minutes for the period and seventy minutes for the 
completion of the analyses. McLean’s special cal- 
culating device is used on a ten-inch slide rule; or 
the calculation could be done by logarithms. 

The prognostic value of the test is demonstrated 
by the report of cases as examples of the satis- 
factory application in a tent hospital. 

The author states that the disadvantages of the 
phenolsulphonephthalein test, the excretion of 
which strikingly parallels the urea index, were that 
with uncertam asepsis the intramuscular or intra- 
venous treatment should be used as little as pos- 
sible. The urea index is performed with a slight 
needle drawing 3 ccm. of blood, which can be done 
several times in a day. H. W. PLAGGEMEYER. 


Martin, P.: Indigocarmine Used Intravenously for 
Locating Ureteral Orifices in Tuberculous 
Cystitis. Med. Rec., 1918, xciii, 808. 


The tubercle bacillus may reach the bladder by 
three routes: first, along the walls of the ureter 
secondary to a renal tuberculosis; second, along the 
walls of the vas deferens secondary to a tuberculous 
epididymitis; third, direct from the blood stream 
primary. 

Microscopically changes appear as _ follows: 
Tubercle bacilli are deposited first in the submucous 
tissue spaces and produce hyperemia exudation and 
proliferation of round and spindle cells with the 
formation of miliary tubercles. These coalesce, 
undergo necrosis, and give rise to submucous collec- 
tions of yellow, cheesy material. The epithelium 
on top of this area then undergoes necrosis and dis- 
appears, leaving the cheesy material to be discharged 
into the bladder so that an ulcer is formed, the floor 
and edges of which are lined with tuberculous gran- 
ulation tissue. 

The disease may begin suddenly with frequency 
in urination and burning pain during micturition, 
or it may be so gradual in onset that the patient is 
unable to recall when the trouble first began. 

In the early stages of the disease, there are as a rule 
no general symptoms such as pyrexia, loss of weight 
or anemia, and the patient may appear healthy and 
well. Later, however, after the onset of secondary 
infection or of very extensive ulceration of the whole 
urinary tract, cachexia, and hectic temperature may 
be present. In these later stages the suffering is 
constant from the frequent agonizing calls of the 
bladder to empty itself. This may also be a factor 
in the rapid loss of weight. 

In cases of tuberculosis of the bladder secondary 
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to a renal tuberculosis or secondary to a tubercular 
epididymis the first symptoms may start with an 
irritable bladder, followed by pyuria and often 
hematuria. 

The finding of the tubercle bacillus in the urine 
accompained by pyuria or other local symptoms and 
signs will tend to confirm the diagnosis of tubercu- 
lous cystitis. In any doubtful cases examination 
is then made by stained films of centrifuged urine, 
and the diagnosis based upon finding acid-fast 
bacilli should be further confirmed for tuberculosis 
by guinea-pig inoculation. 

If the infected kidney or testicle and vas can be re- 


moved in the early stages, the bladder appears to | 


be able ultimately to overcome the infection, if 
reinfections are prevented. 

With the aid of the cystoscope it is possible to 
ascertain accurately whether one or both kidneys 
are infected, or what the functional power of each is. 

In diffuse tuberculous cystitis, when the bladder 
has become greatly reduced in size and the slightest 
movement of the inserted cystoscope causes the 
entire cystoscopic field to become bloody, it is by 
no means an easy matter to locate either ureteral 
opening even though one kidney is normal. It is 
in this type of cases that the employment of indigo- 
carmine intravenously may prove of great value by 
causing a blue spurt of urine to appear from the 
ureteral orifices against a diffuse red background 
and thus act as a target at which to direct the 
ureteral catheter. 

In tuberculous cystitis, when there is difficulty 
in locating the ureteral orifices the following proce- 
dure is recommended. Inject 2 ccm. of a saturated 
solution of indigocarmine into one of the veins at 
the bend of the elbow after the cystoscope has been 
used for inspection of the bladder, and while it is 
still in place. The region of the trigone is then 
kept under observation for the appearance of the 
blue color. The time of appearance of the dye.on 
each side may be recorded. ‘The catheters are then 
passed into the ureters and specimens collected for 
microscopic study. The dye as a rule will appear 
in the urine in from two to twelve minutes after the 
injection. 

The author cites four cases of tuberculous cystitis 
where he used indigocarmine to locate the ureteral 
openings, and the phthalein functional test to ascer- 
tain the renal function. 

Indigocarmine is soluble in water, 0.8 per cent, 
and is of a dark blue color. Its reaction to litmus 
is neutral and it can be sterilized by boiling or by 
steam pressure. 

The behavior of indigocarmine toward sodium 
hydrate makes it possible to bring out the character- 
istic red of phthalein by adding sodium hydrate, 
which at the same time causes the blue color to 
disappear. Thus the phthalein functional test may 
be employed satisfactorily after using indigocarmine 
to locate the ureteral orifices. It has been noted 
that when a stronger suspension of the dye is inject- 
ed intravenously, transitory symptoms of shock 


INTERNATIONAL ABSTRACT OF SURGERY 


varying from mild manifestations, such as dizziness 
and pallor, to complete collapse will occasionally 
occur. 

These manifestations may possibly be due to the 
action of undissolved particles of the dye as momen- 
tary thrombi. For this reason the dye should be 
used intravenously only when in complete solution 
and carefully sterilized. Tueo. Drozpowitz. 


BLADDER, URETHRA, AND PENIS 


Blakeway, H.: Hernia of the Urinary Bladder; 
Notes of Cases, with Remarks on Strangulation 
of Femoral Herniz and Its Treatment. Lancet, 
Lond., 1918, cxciv, 799. 


Hernial protrusion of the urinary bladder is a 
comparatively uncommon complication of inguinal 
and femoral hernia. Diagnosis cannot usually be 
made before operation, though symptoms and state- 
ments of the patient may suggest it. 

This difficulty of diagnosis and its rarity have 
led in many cases to injury to the bladder during 
operations for relief of hernia. 

The author has operated upon five cases of hernia 
in which the bladder protruded. Three were males 
and two females. The ages varied between forty- 
eight and seventy-one years. All were of long stand- 
ing and in four strangulation was present. All were 
on the right side, of the direct inguinal variety in 
two of the males, and of the femoral type in the 
other three cases. A sixth case was seen in which 
diagnosis was made without operation. 

In all the cases operated upon, the relative posi- 
tion of the sac and the herniated process of the 
bladder were similar. The bladder protrusion in all 
cases involved the whole thickness of the bladder 
wall. It was closely applied to the inner side of the 
neck of the sac, and in each case was about the size 
of a walnut. At operation it was always found 
collapsed and might easily have been accidentally 
wounded or ligated. 

Any thickening about the inner side of the sac of 
an inguinal or femoral hernia, especially if of long 
standing, should excite suspicion. H. G. Hamer. 


Broun, L., and Rawls, R. M.: A Cystoscopic Study 
of the End-Results of Various Forms of Cysto- 
cele Operations. Surg., Gynec. & Obst., 1918, xxvi, 
502. 

In this paper the authors report the result of their 
study of the end-results as to the condition of the 
interior of the bladder in patients who had under- 
gone some form of cystocele operation. A series of 
50 ward cases comprises the material for this study. 
There was no selection of cases, and they were taken 
from the service of every operator in the hospital. 
All patients had been operated upon at least one 
year previous to examination. A uniform dilatation 
to 300 ccm. was adopted for the cystoscopic study. 
The results may be briefly summarized as follows: 

Only one patient complained of increased urinary 
symptoms following an interpositional operation. 
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With this exception, in none of the patients ex- 
amined were the urinary symptoms aggravated by 
the operation, while in the majority such symptoms 
were relieved. This is striking, since only 9 of the 49 
patients examined showed a normal bladder base. 

The cases are grouped as follows: In 12 the plane 
of the bladder base was normal. In 8 the bladder 
base was thrown into deep horizontal folds of a 
varying degree of prominence. In some patients of 
this group there was displacement of the ureter 
mouths, and a mild trigonitis was a frequent accom- 
paniment. In a third group of 8 cases the folds of 
the bladder base were transverse. The folds were 
fixed and could not be made to disappear under full 
dilatation. A final group comprises those patients 
in whom the uterus was interposed between the 
bladder and the vaginal layers, ro cases. The ure- 
teral openings were displaced in every instance and 
often located with difficulty. ‘Trigonitis was the 
rule. 

This study discloses the fact that in the majority 
of operations for cystocele permanent changes in 
the bladder base result. These changes are fixed. 
There was no constant change associated with any 
particular type of operation. While there are few 
symptoms produced by the abnormal condition at 
the base of the bladder, the query is raised whether 
or not more serious systemic changes may ensue as a 
result of the distorted and displaced ureteral orifices. 

The extent of the folding and formation of sulci 
in and around the bladder base depends upon the 
dezree of freedom of the separated bladder from the 
underlying mucosa and fascia and also from the 
uterus. The authors hope that by further study they 
may establish the essential features of the operation 
that will not only give a permanent vaginal re- 
storation of the prolapsed anterior wall, but also in 
so doing will leave the bladder base in its normal 
plane. H. A. Fow er. 


Pedersen, V. C.: The Urethroscope; an Outline of 
Its History and Development of Its Types. 
Internat. J. Surg., 1918, xxxi, 185. 


Endoscopy, correctly termed urethroscopy, is in 
rudimentary form a century old. The first crude 
instrument was devised by Bozziny of Frankfort 
in 1805, then Segalas of Strassburg in 1826, Fisher 
of BoSton in 1827, Avery in 1843, and Cazenaze of 
Paris in 1848, each added improvement. Contem- 
poraries were Hacken, Bombalgini, and Desormeaux 
in 1853. The latter developed the idea of Fisher and 
received a part of the Argenteuil prize in 1853 in 
Paris as the first award for scientific work in this 
field. His instrument is the first attempt at a ser- 
viceable urethroscope. Since this time much work 
has been done in Europe and the United States 
toward developing a urethroscope available alike 
for diagnosis and treatment. In Europe, Hacken 
in 1862, Cruise in 1865, Andrews in 1867, Fuersten- 
haim in 1870, Stein in 1874, and Gruenfeld of Vienna 
in 1874 have all added their portion of advance. In 
the United States the extrinsic illumination, non- 
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dilating, non-irrigating urethroscope has reached 
its highest development in the instruments of Squier 
of New York in 1912 and of Young of Baltimore in 
1909, which add the element of a magnifying lens. 

The Squier urethroscope has an efficient light 
carrier so arranged that a strong light is focused in 
the tube, leaving practically the entire caliber free 
for observations and applications. It is also fitted 
with a small magnifying lens, which may be swung 
into position without obstructing the tube. The 
carrier has switch and cord, giving instant control 
of the light. : 

The instrument described by Young of Baltimore 
in 1909 in the following terms is an extrinsic illumina- 
tion, air dilatation, terminal fenestrum, observation 
and operation urethroscope. The light carrier ro- 
tates upon a post by which it is attached upon the 
urethroscopic tube. A small reflector in front of the 
left half of the lens throws more light into the 
urethroscopic tube and keeps it off the outer plate, 
and thus prevents the blinding reflection on this 
plate seen in some other urethroscopes. The 
obturators are a special form, so as to make the 
withdrawal easier with the light carrier in position. 
The tubes are made of pure silver so as to prevent the 
corrosion produced by nitrate of silver which is so 
extensively used, and also to afford a better internal 
reflecting surface, thus increasing the mural re- 
flections and giving better light in the urethra. It is 
made in sizes 26 to 28 F., straight tube length. 

The limitations of extrinsic illumination urethro- 
scopes outweigh the advantages, which are: (1) a 
full lumen for the use of instruments, without inter- 
ference by the presence of a light carrier; (2) a 
large field which is identified with the large lumen 
and likewise afforded by the absence of the light 
carrier. 

The disadvantages of extrinsic illumination 
urethroscopes are, as just stated, more important 
than the benefits, and include: (1) deficient illu- 
mination, because light varies inversely as the square 
of the distance; (2) light strong enough to overcome 
this physical loss casts reflections from the telescope 
and confuses the eye; (3) restricted de.inition 
through the limited light and the re‘ections; (4) 
difficulty of centering the rays except in such modern 
instruments as those of Squier and Young; (5) the 
eye of the observer must maintain constant relation 
with the movements of the patient; (6) the lamps 
attached narrow the lumen for instrumentation and 
must be removed out of the axis of the sheath 
accordingly, even in modern instruments. 

Transition to intrinsic illumination was the next 
advance. ‘The possibilities of urethroscopy, as 
shown in the Gruenfeld type, stimulated work 
everywhere and others added to the foundations 
already laid in ways which space forbids to detail. 
Such pioneers were Nitze, Oberlander, Von Antal, 
Schutze, Casper, Leiter and Luys in Europe, and 
Otis in this country, who with the exception of 
Fisher of Boston in 1826, appears to have been the 
American innovator in this field. 
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The Luys urethroscope is of the intrinsic illumina- 
tion, non-dilating, non-irrigating, magnifying type 
and therefore is a distinct advance. It represents 
one of the best modern European instruments and 
has been improved in this country by McCarthy. 

Otis was followed by Valentine in 1899, who pro- 
duced the first cold lamp instrument. In rapid suc- 
cession the urethroscope was improved in this 
country by Otis, Chetwood, Hayden, Squier, 
Buerger, McCarthy, and Mark, who all made 
progress. In women Kelly and Pryor have added to 
the development. Photography had not been em- 
ployed in urethroscopy until Koleman in 1&g91 


adopted a photographic outfit to the Valentine in- | 


strument. The Valentine urethroscope brought 
intrinsic illumination to its full development but 
left the fields of magnification, dilatation, and irriga- 
tion uninvaded. 

Swinburne of New York in t900 produced a 
posterior urethroscope of the intrinsic illumination, 
non-dilating, non-irrigating, terminal fenestrum, 
magnifying type with a short curved beak. The 
field is magnified by a double curved lens, which 
may be rotated out of the axis of the sheath during 
instrumentation. The tubes are made 22, 24 and 26 
French. ‘The instrument is complete with one 
posterior tube and obturator, light carrier, lamp and 
cord. 

The Pederson instrument is the same as the Chet- 
wood except that the sheath is lightly and clearly 
marked into centimeters or into inches and half 
inches. These scales are very serviceable in locating 
and relocating lesions which require treatment. It 
is an intrinsic and an extrinsic illumination instru- 
ment. The author shows complete drawings of the 
different types of urethroscopes. 

THEO. DrozpowItz. 


Dabney, M. Y.: Cancer of the Penis; Report of a 
Case. South. M.J., 1918, xi, 443. 


The author states that cancer of the penis 
seems to occur more rarely than the meager statis- 
tics would indicate. Its etiological factors in the 
order of their importance are phimosis, venereal 
sores (especially chancre sites), and trauma. The 
presence of moderate glandular involvement is no 
contra-indication per se to operation, first, since the 
tendency to distant metastases is not so marked 
as in cancer elsewhere in the body; and second, 
since infection, which invariably accompanies broken- 
down cancer, may be responsible for the lymph- 
node enlargement. Certain very early cases are 
often cured by simply amputating the distal third 
or half of the penis. 

The best chances of cure lie in early radical 
operation, including the extirpation of the penis, 
the removal of the superficial and deep inguinal 
lymph-nodes, those in the femoral canal and vicinity, 
and those in the pubic region. 

Castration permits of a more thorough dissec- 
tion of the deep inguinal glands, and in some cases 
is more humane to the patient. However, his wishes 


INTERNATIONAL ABSTRACT OF SURGERY 


should be consulted in the matter. A tight tourni- 
quet between the growth and the point of amputa- 
tion or extirpation during operation should lessen 
the chances of metastases from manipulation. 

A metal sound as a guide introduced into the 
urethra and passing a malignant growth is unwise, 
as it may carry cancer cells and thus transplant 
them in areas of traumatic abrasion from the sound. 
Instead a nick should be made in the urethra 
proximal to a tourniquet and the sound then passed. 

V. D. LESPINASSE. 


GENITAL ORGANS 


Syms, P.: Perineal Prostatectomy. Jnternat. J 
Surg., 1918, xxxi, 165. 

Syms contrasts the relative merits of the perineal 
and suprapubic operations of prostatectomy. 

He claims that the perineal method is far safer 
than the suprapubic, that the operation can be 
performed more speedily through the perineal 
than the suprapubic route and that convalescence 
is more brief and more comfortable. 

From an anatomical viewpoint the author claims 
there can be no doubt as to the superiority of the 
perineal route, as the prostate lies in the perineum 
and not in the abdomen. From a surgical viewpoint 
the perineal is also superior as it violates no surgical 
principle; it results in the least possible mutilation. 
The bladder is not injured, the wound is an open 
one of the simplest type, drainage is in the line of 
gravitation, and the entire wound can be opened, 
inspected, and treated. 

Although Syms was one of the first to employ 
the two-stage principle in this branch of surgery, 
he does not use it as a routine procedure. 

Louis Gross. 


Lydston, G. F.: True Senile Prostate Associated 
with Multiple Sacculi of the Bladder. J/linois 
M. J., 1918, xxxiii, 250. 

The true senile prostate is atrophic and is not 
productive of symptoms; when associated with 
fibrosis of the internal sphincter, sacculi of the blad- 
der or with calculi, conditions are widely different. 
Although frequency of urination and cystitis are 
usually attributed to the prostate merely because 
the patient is senile, they are in no wise due to 
pathologic conditions of that organ, except to the 
prostatic urethra which may be secondarily infected 
or traumatized by calculi or by instrumentation. 

The author reports a case of a patient aged sixty- 
eight who for four years had frequent and difficult 
urination. A diagnosis of enlarged prostate had 
been made and use of the catheter instituted. 
Catheterization became difficult and was abandoned. 
Several months later the author found the prostate 
atrophied and the bladder sacculated. The inter- 
nal sphincter was rigid and hypertrophic, the bladder 
wall degenerated and atonic. There were 29 ounces 
of residual urine. Suprapubic section and division 
of the fibrous ring at the vesical orfice was performed. 

















The wound was closed by the end of the fourth 
month. Incontinence continued for eight months 
with gradual improvement. Death occurred three 
years later from uremia superinduced by nephritis 
complicating la grippe. 

The author regarded this case as one of congen- 
itally defective development of the bladder wall 
predisposing to sacculation, as senile changes were 
added to the primary defect in vesical structure 
and tonus. 

The secondary changes in the vesical sphincter 
are added to the changes in the vesical wall. Under 
such conditions a normal sphincter would produce 
relative obstruction. A normal sphincter resist- 
ance with defective vesical tonus is as likely to 
result in retention as a pathologic obstruction 
associated with a normal or exaggerated tonus. 

There is a disturbance of equilibrium between the 
expulsive power of the bladder and the resistance 
of the vesical neck in both conditions. 

H. G. HAMER. 


McGowan, G.: Surgery of the Prostatic Urethra 
and the Bladder Neck. Northwest Med., 1918, 
Xvii, 159. 


The most frequent cause for surgical interference 
with the posterior urethra is retention of urine, fol- 
lowing some dezree of enlargement of the prostate 
gland or some deformity, usually inflammatory in 
origin, of the bladder neck. Aside from the removal 
of obstruction to the exit of urine there are a num- 
ber of other conditions which demand interference 
and which are susceptible to care if the surgeon 
possesses the instruments necessary for diagnosis, 
knows how to use them, and has at his command 
the instruments required for successful therapeutic 
applications or operations. 

One of the most frequent causes of unsatisfactory 
results following operations for the removal of 
hypertrophied prostates is that of overlooking 
growths upon the anterior surface of the urethra. 
In the prostatic urethra one has to deal with a 
mucous membrane and the direct group of glands 
which belong to it, with numerous ducts which drain 
the acini and which open principally on the floor of 
the urethra midway between the two vesical 
sphincters. 

The verumontanum which is in the center of the 
prostatic urethra is perhaps more abundantly sup- 
plied with nerves of special sensation than any other 
portion of the body, is a rich field for pathologic 
changes with or without the agency of infection. 

Acute inflammatory obstruction of the sub- 
mucous glands result in retention cysts or abscesses, 
and the chronic changes in these same glands pro- 
ducing small adenoma, single or multiple, project 
into the lumen of the canal and interfere by pressure 
with the discharge of the semen or with the passage 
of urine. The best example of the latter is -een in 
the glands of Albarran, a group situated directly 
underneath the mucosa of the neck of the bladder, 
which when enlarged, obstruct the vesical meatus 
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as effectually as hypertrophy of the prostatic 
glands themselves. Chronic inflammation results 
also in the narrowing, obstruction, and sometimes 
obliteration of one or perhaps both of the ejaculatory 
ducts. 

Any of these pathologic changes may be the base 
of the chronic posterior urethral troubles for which 
patients vainly seek assistance and cure of the gen- 
eral surgeon who, unaware of their existence and 
without the proper clinical experience, fails to diag- 
nose them and continues to pass steel sounds and 
wash out the bladder without effect, when what is 
required is the inspection and treatment of ulcers, 
or the destruction or removal of growths by the 
electric cautery, fulguration, snare or guillotine. 
Many an old man who has been operated upon for 
prostatic hypertrophy, either perineally or supra- 
pubically, has an imperfect result, disclosed either 
as difficulty in expulsion, retention, or a disagreeable 
dribbling after urination, all by reason of failure of 
portions of the capsule to tie down in the process of 
healing, leaving tags or muscle flaps, or small 
adenoma projecting into the canal. These things 
can always be discovered by means of a urethroscope 
and cystoscope within a few weeks, and can always 
be destroyed or removed by the electric cautery, 
the fulgurating wire or the d’Arsonval spark with 
perfect sa‘ety and perfect functional results and 
without further cutting operations. 

Urethral diagnostic instruments of Gordon or 
Marks and the MacGowan types in which air under 
pressure is the distending agent are very useful for 
the anterior urethra and where long straight tubes 
are used for minor operations in the posterior urethra. 

In using the straight endoscopic tube in the 
posterior urethra great care is necessary in changing 
the angle of the instrument at the triangular liga- 
ment, and in passing the tube from the posterior 
portion of the bulb into the membranous urethra. 
With the MacGowan urethroscope, with the Kellogg, 
modified Geyke, or any other efficient pump at- 
tached, one can see the whole of the neck of the 
bladder, the trigone, the ureteral mouths, and the 
adjacent portions of the bladder wall and can make 
applications of chemicals, use the cautery anywhere 
in the field and treat the posterior urethra close up 
to the neck of the bladder without being annoyed 
by the urine. 

These instruments are indispensable for the treat- 
ment of surgical troubles in the posterior urethra: 
(1) cautery points; these should be made of heavy 
iridoplatinum drawn in loops or shaped as knives 
or points; the shafts should be long and small 
enough to pass down the lumen of a No. 22 F. 
urethroscopic tube without obstructing the view of 
the operator; (2) a minute curette with a very long 
shaft, the handle of this instrument pistol-shaped 
and set almost at right anzles with the shaft, is 
useful in curetting ulcers or dislodging calcareous 
masses, or for the removal of very fine papillary 
growths; (3) small silver crayon carriers or double 
bead-ended probes of pure silver which should be 
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20 cm. long and of a diameter about No. 8 French 
for the application of pure nitrate of silver to the 
posterior urethra; (4) a follicular cannula which 
can be attached to an ordinary all-glass hypodermic 
syringe for the injection of an enlarged and infected 
prostatic duct or an infected utricle; (5) wooden 
applicators where minute crystals of chronic acid 
can be dissolved upon the moistened and diseased 
point touched; (6) Young’s punch for the removal 
of irregularities and obstructions existing after 
prostatectomies; (7) high frequency current for 
papilloma, polypoid growths, undue enlargement of 
the colliculus and nodular irregularities, flaps or 
tags left after operations upon the prostate. 

Having made a careful instrumental diagnosis by 
the optical instruments and being satisfied as to 
the confronting pathology, then comes the effort 
for its correction, always when possible by the non- 
mutilating and rather easily carried out methods; 
but when this will not do, the prostatic urethra and 
the prostate must be exposed by dissection through 
the perineum. 


There is but one way to open a perineum for the, 


purpose of conservative surgery upon the posterior 
urethra and that is the way which Proust of Paris 
and Hugh Young of Baltimore have developed. 

In doing these operations, eye knives and eye 
scissors will be found most useful, and tonsil punches 
are very convenient. THEO. DrozpowI!tz. 


MISCELLANEOUS 


Rathbun, N. P.: The Genito-Urinary Clinic. 
N. Y. M.J., 1918, cvii, 771. 

The author makes a strong plea in this article 
for a better co-ordination between the genito- 
urinary clinic and the hospital. The author realizes 
the importance of training in this branch of surgical 
work and feels that the surgical end has not re- 
ceived the recognition in hospitals that it should. 

He divides men who are working in genito-urinary 
clinics into three classes: : 

1. Men who are starting in practice and want 
something to fill in time. It occasionally happens 
that some of these unpromising prospects develop 
an interest in the work and become an asset to the 
clinic. More often, however, they drift into some 
other interests. 
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2. Men who, while they have no intention of 
ever confining their work to urology, are sincere in 
their efforts to broaden the scope of their knowledge, 
and who wish to get on speaking terms with the 
fundamental principles involved in the diagnosis 
and treatment of genito-urinary diseases. Men of 
this type are an asset to any clinic. 

3. Men, relatively few in number, who start out 
with the deliberate purpose of becoming urologists, 
and who are willing to massage prostates, pass 
sounds, examine smears, and to do other routine 
duties over a long period of time, meanwhile 
familiarizing themselves with the cystoscope as an 
instrument of diagnosis and treatment, feeling that 
in time they will become qualified and be given the 


‘opportunity to diagnose and treat a prostatic 


adenoma, or a tuberculous kidney. 

The importance of following up cases is dwelt 
upon and the author feels that while end-results 
are not what they should be, nevertheless, he is of 
the firm conviction that many of the patients are 
carried beyond their period of infectiousness, so 
that while the clinics do not accomplish all that 
one desires them to, it is self-evident that this 
branch of the work is in better shape than it has 
been in the past. 

Regarding his own clinic the author says, .‘‘ There 
is one weak link in our chain, and this I have no 
doubt applies to many excellent genito-urinary 
clinics. Our relation to the hospital is not as close 
as could be desired. The Brooklyn Hospital has no 
definite organized and designated urological depart- 
ment. The chief of the clinic is attached to one of 
the general surgical services with the title of asso- 
ciate surgeon, and has assigned to him by the 
surgeon in charge two-thirds of all the urological 
work coming into the hospital wards. This prac- 
tically consists of those cases coming in from the 
clinic. This arrangement is in a measure satis- 
factory to the clinic chief, although it has obvious 
disadvantages. However, it is manifestly unfair to 
the other men in the clinic who are entirely out of 
touch with the hospital end of the work, and are 
thus deprived of an important part of their training 
to which, in my opinion, they are justly entitled. 
We have reason to hope that this error, and I think 
it is one, will be corrected in the reasonably near 
future.” H. L. KretscuMer. 
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EYE 


Bates, W. H.: A Study of Images Reflected from the 
Cornea, Iris, Lens, and Sclera. NV. Y. M. J., 
1918, cvii, 916. 


Bates gives the results of his studies in regard to 
reflected images from the eyeball and concludes 
therefrom that the old-time theory advanced by 
Descartes, supported by Young and later by Helm- 
holtz, in which it was believed that the accomodative 
power of the eye is due to a change in the curvature 
of the lens, is wrong. 

Much of the work of photographing images re- 
flected upon the eyeball was done upon the eyes of 
fishes secured from the New York Aquarium. Clear 
images were secured not only from the front of the 
lens, but also from the iris, cornea, front of the 
sclera, and the side of the sclera, and these are shown 
in photograph. 

It was noted that images reflected from the front 
and back of the lens showed no change in size during 
accommodation. Images reflected from the front of 
the sclera always showed changes when refraction 
was changed. Changes in images reflected from 
the side of the sclera upon effort to see at a distance 
were noted to be longer than in images obtained 
while the eye was at rest, indicating a flattening of 
the side of the sclera. 

The images obtained upon effort to see near 
objects were smaller than any of the other images, 
indicating greater convexity of the side of the sclera, 
a condition one might expect when an eyeball is 
shortened, as in hypermetropia. 

Images re‘lected from the cornea were obtained 
under varying conditions of refraction. Small images 
did not show this change. Large images showed 
changes similar to those obtained from the sclera. 
The ophthalmometer fails to show these changes. 
Bates states that these changes do occur but that 
they are so slight that the ophthalmometer, with 
its small images, fails to show them. 

He summarizes as follows: 

The accommodation of the eye is effected by an 
elongation of the eyeball. 

The lens is not a factor in accommodation. 

Myopia is produced by a strain to see distant 
objects. 

Hypermetropia is produced by a strain to see 
near objects. J. S. CLark. 


Black, N. M.: The Eye in Industrial Accidents. 
Wisconsin M. J., 1918, xvi, 435. 


Black reviews the causes, prevention and treat- 
ment of industrial accidents to the eyes, emphasizing 
the responsibility of the employee for utilizing the 
means furnished him by his employer for preventing 


accidents. Legal requirements carried out by em- 
ployers of labor are not sufficient to safeguard the 
eyes of employees unless the latter co-operate in- 
telligently by making use of safety appliances, 
obeying printed instructions, and applying for 
treatment of injuries apparently trivial. The au- 
thor insists upon cleanliness, avoidance of meddle- 
some interference by fellow workmen, and protec- 
tion of the eyes from flying particles, heat, and 
excessive light. Emory Hitt. 


Carreras, B.: A Case of Bilateral Congenital 
Blepharoptosis Successfully Operated upon 
by the Motais Method (Un caso de blefaroptosis 
bilateral congénita operada con éxito por et pro- 
cedimiento de Motais). Siglo méd., Madrid, 1918, 
Ixv, 258. 

The patient in this case was a woman twenty- 
eight years old who had congenital bilateral ptosis 
incomplete in the right and complete in the left eye. 
The author employed the Motais method, i. e., 
conjunctival T-incision with longitudinal division 
of the tendon of the superior rectus muscle, in one 
eye, but the results were not satisfactory. In the 
other eye he therefore carried out the Motais pro- 
cedure as modified by Marquez in 1914 with com- 
plete satisfaction. 

The author is of the opinion that the Motais opera- 
tion is the most perfect and rational of those pro- 
posed for the treatment of ptosis of the upper lid and 
completely fulfils its indications in extreme ptosis 
in which the integrity of movements of elevation 
of the eye is preserved. 

This operation can be done under local anesthesia. 
The original technique as described by Motais is 
faulty; his final technique as perfected by Marquez 
is that which should be adopted. As far as can be 
deduced, it makes no difference whether the tendon 
half which is to supply the functional deficiency is 
internal or external. 

The Motais operation permits the full preserva- 
tion of the muscular equilibrium of the globe. 

W. A. BRENNAN. 


Church, B. F.: Sarcoma of the Choroid; with Re- 
port of Two Cases. Calif. Si. J. Med., 1918, xvi, 
305. 

The clinical symptoms of simple detachment of 
the retina and sarcoma of the choroid being almost 
the same during their early stages, a plea is made 
for more careful observation of all cases of retinal 
detachment. The globe is to be enucleated, if a 
neoplasm is present, at the earliest possible time. 
Acute pressure symptoms appear sooner or later 
in growths: from the choroid, but not in simple 
detachment of the retina. Especial warning is 


351 








35? 


given against the performance of posterior sclero- 
tomy, advocated by some for the removal of fluid 
in cases of simple serous detachment of the retina, 
until a positive diagnosis has been made. Pressure 
symptoms thus removed may delay the discovery 
of the real cause of the detachment. 

In one case reported, the diagnosis of choroidal 
growth was made largely by acute glaucomatous 
symptoms present. The eye was immediately 
enucleated. A small melanosarcoma was found 
springing from the choroid. There has been no 
return of the growth in four years. 

The othercase was not discovered until the growth 
had partly penetrated the sclera. One year has 
elapsed since the removal of the eye without local 
or metastatic extension of the disease. 
in all probability occur in time. 

The early enucleation in the first case, a lapse 
now of more than four years, may mean an immun- 
ity from further trouble; that, however, is not posi- 
tive, as recurrence of this character of growth has 
occurred after the lapse of seven years. 


Allport, F.: Some Remarks Concerning the Smith- 
Indian Intra-Ocular Operation for Cataract. 
N.Y. M.J., 1918, cvii, 924. 

Allport questions the advisability of the average 
operator whose cases of cataract number perhaps 
fifty a year adopting this method of operation and 
abandoning former well tried methods. 

Acknowledgment is made of the wonderful 
opportunities afforded at such clinics as the ones 
conducted by Smith and others in India. Allport 
states that the dexterity exhibited by Smith in this 
operation is greater than that of any other living 
man. It is stated that the patients in these clinics 
are tractable, patient, obedient, unpoisoned by 
stimulants and excessive rich food. Query is raised 
as to whether Smith could secure like results were 
he to operate in the United States where he would 
be confronted by a different class of people. These 
he states would be unmanageable, impatient, nerv- 
ous, disobedient, opinionated people, accustomed to 
servility from others, whose bodies have grown fat, 
flabby and diseased by gluttony, drink, auto-intoxi- 
cation, syphilis, etc., and in whom slow healing and 
considerable reaction may be expected. 

Allport avers that it is mere child’s play for Smith 
to do the intracapsular operation for the reason that 
this surgeon operates thousands of cases annually, 
but for the ordinary operator who would have fifty 
cataract cases in a year it would be a difficult and 
hazardous thing, He states that the advocates of 
this intracapsular operation claim that they obtain 
a clear pupil, absence of lenticular and capsular 
remnants, lack of iritis, and superior vision. This 
he recognizes as true in a few of the cases, but what 
of the unsuccessful cases, where collapsed and ruined 
eyeballs follow in the wake of ambitious but perhaps 
unwise operators? 

The greatest good to the greatest number should 
be the motto of cataract operators. Allport be- 
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lieves some intracapsular operation may beand will 
be devised, suitable for average operators, but he 
does not award the Smith-Indian operation that 
distinction. He has noted further that those re- 
turning from a stay with Smith are more and more 
using the method in “‘selected cases.” He reiterates 
that the operation is highly technical and demands 
of the operator a continuous and daily performance. 

Allport advises holding fast to that operation 
which all are familiar with, perfecting this the while, 
then reaching out along more conservative lines for 
a future intracapsular operation, rather that doing 
an experimental difficult surgical procedure simply 
because Smith or a few of his followers are doing it. 

J. S. CLark. 


Calderin, A. M.: New Data Concerning the Forma- 
tion of Cataract (Nuevos datas y acaso una 
conjetura acerca de la formacion de la catarata). 
Prog. de la Clin., Madrid, 1917, v, Supp., 202. 

Calderin thinks that cataract is produced by an 

alteration in the permeability of the membranes of 
the cells of the lens capsule due to destruction of 
cholesterin. This alters the phenomena of osmosis 
and allows free passage to opacifying substances. 
This destruction of cholesterin is due to bacterial 
products in spontaneous cataract; to lack of cellular 
activity in senile cataract; to toxic products in 
cataracts depending on general pathological condi- 
tions not including traumatisms. These are more 
than sufficient to explain the penetration of matters 
of the aqueous humor into the crystalline, effecting 
its opacity. W. A. BRENNAN. 


James, R., and Trevor, R. S.: Cases of Haman- 
gioma of the Palpebral Conjunctiva Forming 
Pedunculated Tumors. Brit. J. Ophih., 1918, ii, 
129. 

Conjunctival hemangiomata are usually met with 
on the globe but the authors have seen two arising 
from the posterior surface of the upper lid. 

The two cases are reported, in both of which the 
tumors were the size of a pea, pedunculated, and 
easily removed. 

The tumors described belong to the class of true 
blastomata and consist of large endothelial cells 
arranged in many layers around spaces or tubules - 
containing blood, with an irregular layer of fibrous 
tissue around the periphery of the tumors. Reports 
of such cases are few and those found are mentioned. 

S. S. Howe. 


Wyler, J. S.: A New Canthoplasty for Trachoma- 
tous Conditions. Ohio St. M. J., 1918, xiv, 218. 


This procedure finds its principal advantage in 
the old cicatricial stages of trachoma with pannus, 
blepharophimosis, and entropion where a removal 
of diseased conjunctiva is impractical. The idea is 
based upon the use of a small skin flap to cover the 
denuded canthal angle. 

‘“‘ After inserting a horn plate to protect the eye- 
ball, the temporal side of the lids is put on a stretch 











and the extent of the flap to be dissected is outlined 
with the point of a keratome. This tongue of skin 
starts about 2 mm. beyond the orbital edge and 2 
mm. above the horizontal prolongation of the lid 
fissure, is carried nasally for half the distance to 
the outer angle, curves around and returns to a 
point 2 mm. below the horizontal exactly under the 
first incision. This small skin flap is now carefully 
dissected up in its entirety and laid back upon the 
temple. Inserting one blade of a straight scissors 
into the conjunctival sac, a horizontal canthotomy 
is made, reaching to the bony edge of the orbit. 

A double armed suture is now inserted through 
the tip of the flap from the skin surface inward. The 
needles are then passed, one above, the other below 
the line of the canthotomy, horizontally entering 
under the palpebral conjunctiva in the extreme angle, 
passing over the bony edge under the skin of the 
temple and making their exit about a half inch from 
the rim of the orbit. When these two ends are 
finally tied over a small roll of gauze, the flap is 
pulled between the cut edges of the skin and lines 
the angle, readily assuming the crease made by the 
pressure of the lids, and preventing the denuded 
surfaces from adhering.” S. S. Howe. 


EAR 


Jones, I. H.: Value of Routine Examination of the 
Labyrinth. WN. Y. St. J. Med., 1918, xviii, 167. 


Before pointing out the various ways in which a 
routine examination of the labyrinth can be of 
service, the author corrects two misconceptions 
held by various otologists, misconceptions which 
have interfered with a universal adoption of these 
tests by the otological profession. 

As to the first misconception, namely, that a 
study of the internal ear and’ its intracranial path- 
ways is a neurological work, the author rightly 
insists that although the information may be of 
neurological value, it is elicited by ear tests and 
hence is an otologic study, to the same degree that 
an eye examination, although of value to the neur- 
ologist, is distinctly an ocular study. 

As to the second misconception, namely, that 
such examinations are generally regarded as being 
extremely difficult, the author states that the entire 
physiology of these ear tests may be summed up 
in four sentences, as follows: 
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1. The eyes are always drawn in the direction 
of the endolymph movement. 

2. The vertigo is always in a direction opposite 
to the endolymph movement; (a) past pointing is 
always in a direction opposite to the vertigo; (b) 
falling is always ina direction opposite to the vertigo. 
Stated differently, all the objective phenomena, 
the eve-pull (the slow component), the past pointing 
and the falling, occur in the direction of the endo- 
lymph movement. 

As to the value to the otologist of these tests, 
the author mentions their helpfulness in the follow- 
ing points: (1) in the routine study of ear cases; 
(2) in determining the cause of vertigo; (3) in intra- 
cranial localization. Orto M. Rort. 


Mahu, G.: Rapid Recovery from Mastoid Trep- 
anations by the Carrel Method (De le guérison 
rapids des trapanations mastoidennes par le méthode 
de Carrel). Bull. Acad. de méd., Par., 1918, Ixxxix, 
309. 

The application of the Carrel method in the 
treatment of mastoid trepanations according to the 
author adds to the security of the older methods a 
much more rapid progress. The method consists of 
not closing the wound immediately, irrigating it 
with Dakin’s solution for a short time, then suturing 
when microscopical control of the wound indicates 
that this may be done. The treatment thus consists 
of three stages; operation, irrigation, and secondary 
suture. Details of each are given. 

The observation of more than 20 adults and 
children during eighteen months in the authors 
otolaryngological clinic enables him to formulate 
the following results, which he has not obtained by 
any of the customary procedures: 

1. Almost invisible scar. 

2. Complete absence of pain during dressings. 

3. Notable reduction in the duration of dressings: 
in simple mastoiditis the period during which 
dressing of the wound is necessary does not gener- 
ally exceed ten days. 

4. Guarantee of aseptic progress after suture, 
which is done under microscopic control, when 
confirmed by all the clinical symptoms. 

The author thinks the Carrel method is not only 
applicable to mastoiditis, but to sinusitis and other 
affections of slow, painful, and difficult recovery. 

W. A. BRENNAN. 











NOSE 


Bourget, J.: Surgical Correction of Nasal De- 
formities Without Cicatrix (Nos corrections 
chirurgicales de nez disgracieux sans cicatrices). 
Arch. brazil. de med., Rio de Janeiro, 1918, viii, 113. 

It may sound paradoxical, the author says, to 

suggest the surgical treatment of nasal deformity 
without an eventual scar, and many may remain 
skeptical as regards the results. 
local cocaine-adrenalin anesthesia, doing an intra- 
nasal operation. The mucous membrane is incised 
in the places desired under guidance of mirror light. 
After incision the skin and osteocartilaginous tissues 
are separated; then the convexity or other deformity 
is corrected. Similarily in other types of deformities 
the necessary corrective operation is done endo- 
nasally. As the skin is not incised there is never any 
scar, and the patient is cured within seven to fifteen 
days. W. A. BRENNAN. 


Bookwalter, C. F.: The Intranasal Operation for 
the Relief of Chronic Dacryocystitis with Some 
Deductions from Twenty Cases. Ann. Olol., 
Rhinol. & Laryngol., 1917, xxvi, 982. 

This report is based on twenty cases operated 
upon according to the technique of West, prior to 
January 1, 1917. 

All were relieved of suppuration at once and all 
with whom the author has been able to keep in 
touch have remained free. The author draws at- 
tention to the importance of having and maintain- 
ing a large opening into the nose and of having 
canaliculi in good condition. The openings in the 
nasal mucosa, bone and sac should be of the same 
size when the operation is completed. 

During the following four to six weeks the patient 
should be kept under observation and the opening 
kept free from granulations. If at the end of this 
time the edges of the opening are firm and smooth, 
the case may be considered cured. Orro M. Rort. 


THROAT 


Richardson, C. W.: Abscess of the Lung Following 
Operation on the Tonsils and Upper Air Tract. 
Ann. Olol., Rhinol. & Laryngol., t917, xxvi, 961. 


In discussing this question, the author remarks 
that he has never seen an abscess of the lung follow- 
ing an operation upon the upper air tract in a child 
under fourteen years of age. 

As etiological factors he considers the method of 
invasion to be either indirect, through the lymphatic 
or venous system from the wound surface, or direct 
through the inspiration of pus or bacteria-laden 
caseous material into the pulmonary tract. 
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Concerning treatment, the author mentions (a) 
medical or expectant treatment with a mortality 
of 60 per cent; (b) surgical treatment with a mortali- 
ty of 30 per cent; and (c) artificial pneumothorax 
which if employed while the abscess is soft and 
compressible will result in cure. Orto M. Rorr. 


Harmer, W. D.: Warfare Injuries of the Larynx. 
Lancet, Lond., 1918, cxcix, 839. 


The author’s remarks are based upon data from 
245 patients as follows: 

Group 1, including 108 cases, particulars of which 
have been obtained partly by personal observation 
(24) and partly as the result of circulating a letter 
to 80 laryngologists in Great Britain and France. 

Group 2, including tro cases, the notes of which 
were obtained by examining the records of 1,873 
patients suffering from gunshot wounds of the neck 
and treated in home hospitals during 1914 and rors. 

Group 3, including 23 postmortem specimens ob- 
tained from the Royal College of Surgeons of Eng- 
land; also 4 fatal cases, notes of which were supplied. 

It has been noted: 

1. That wounds of the larynx are infinitely rarer 
than injuries to the jaws. 

2. That the entry wound may be situated in any 
part of the neck (jaw and chest occurrence is rare) 
and is generally smaller than the exit injury. 

3. That the commonest place of entry is the 
anterior triangle of the neck, especially the region 
of the thyroid cartilage. 

4.. That transverse wounds (61) are more com- 
mon than oblique (24). 

5. That entry wounds in the middle line in front 
are very rare (8) and never occur posteriorly, doubt- 
less because the spine is always involved with fatal 
results. 

6. That the track of the missile may be hor- 
izontal, from above downward, or occasionally from 
below upward. 

7. That the lower jaw may be struck first. 

8. That injuries of the larynx between the level 
of the vocal cords and the cricoid are the most 
serious. 

9. That tracheal wounds are rare (12). 

1o. That the pharynx or cesophagus is often in- 
cluded. . 

11. That extralaryngeal wounds are very com- 
mon on account of the mobility of the air passages, 
the missile often passing obliquely by the side of 
the thyroid cartilage or transversely behind the 
larynx without penetrating into its cavity. 

Concerning treatment, it is mentioned that high 
tracheotomy is less dangerous than low tracheotomy, 
and that special attention should be paid to pro- 
viding free drainage, removing foreign bodies and 











lacerated tissues, and suturing divided air and food 


passages. The question of warmth, moisture, 
inhalations, management of the tracheotomy tube, 
prevention of dyspnoea and the feeding are all 
highly important to recovery. 

For the subsequent stenosis, dilatation by bougies, 
intubation tubes or upward-turning tracheotomy 
tubes should be gently practiced. Finally, the pa- 
tient should wear a tube corked for months before 
it is permanently removed. 

As regards after-results, in two-thirds of the 
gunshot injuries to the larynx that survive for more 
than a week, recovery is complete and no ill effects 
are produced beyond alteration in the voice. A 
small proportion of the cases with abduction paraly- 
sis (the most frequent type) recover, although total 
paralysis may supervene. Some of the survivors 
may be crippled by complications such as paralysis 
of the brachial plexus, bronchitis, loss of voice, and 
injury to health. 

In closing, the author recommends as a prophylac- 
tic measure the insertion in the collar of the soldier’s 
uniform of a band of steel which would have the 
same effect as a helmet. Otro M. Rort. 


Botey, R.: The Treatment of Laryngeal Cancer by 
Radium Intubation (Tratamiento del cancer 
larnigea por la intubacion radifera). Rev. de. med. 
y. cirug. pradct., Madrid, 1918, cxviii, 289. 

Botey makes a preliminary report of a new 
method of treatment of laryngeal cancer by radium 
intubation. 

In tracheotomized laryngeal cancers with stenosis, 
Botey introduces a tube containing from 3 to 5 cg. 
of pure radium. The tube is fixed in a cannula in- 
troduced through the mouth. The cannula is 
fenestrated and arrangement is made so that the 
radium emanations act through the fenestration 
where required according to the situation of the 
cancer. 

If the cancer is unilateral Botey places a tube 
which contains a lead filter from 3 to 5 mm. thick 
which permits the action of the radium to be 
localized. 

In epiglottic and arytenoid cancer with ample 
laryngeal permeability, Botey intubates without 
tracheotomy by means of an open tube which carries 
a radium-bearing tube in its head. If the cancer is 
localized in one cord or ring without stenosis, a 
tube is used which permits respiration through its 
lumen. 

The time of application varies as the larynx 
easily becomes inflamed under intense and pro- 
longed applications of radium; the actual time of 
application is limited to three, six, twelve, and 
eighteen hours, and the dosage varies from 9 to 
80 cg. hours with 3 to 5 cg. of radium sulphate. 

Although Botey has applied the method in many 
cases, some of which have been ameliorated and 
some with well localized cancer apparently cured, 
yet the time elapsed is too short to pronounce a 
definite cure and there may yet be recurrence. His 
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experience is that recurrences and metastases are 
more frequent with radium than in the case of a 
radical operation. Apart from surgery he thinks 
that radium intubation is the best means of treating 
laryngeal cancer. W. A. BRENNAN. 


MOUTH 


Cole, P. P.: The Operative Treatment of Ununited 
Fractures of the Mandible. Proc. Roy. Soc. 
Med., 1918, xi, Sect. Odontol., 38. 

According to Cole, the .treatment of ununited 
fractures of the mandible may be designed to cure 
or palliate. Palliative treatment is afforded by the 
adaptation of a suitable prosthetic appliance. 
Cure can only be attained by direct surgical inter- 
vention. 

In cases in which the non-union is associated with 
little or no loss of bone, he resorts to the following 
procedure: 

The site of the fracture is exposed through an 
incision extending slightly into the neck with its 
convexity downward. The facial vessels invariably 
need division and ligature. The ends of the frag- 
ments are then exposed by cutting through the 
overlying soft tissues. The ends of the bone are 
freely bared by the use of a small sharp periosteal 
elevator. The fragments are freshened and trimmed 
and drilled for the passage of the wire. No. 18 
gauge silver wire is used. Traction is made on the 
wire, which is twisted when firm contact has been 
determined. The wound is then closed, the question 
of drainage being decided by the amount of per- 
sistent oozing, which cannot be checked if much 
scar tissue is present. If a drainage tube is em- 
ployed, it is removed in twenty-four hours. 

He reports 9 cases treated in this way with but 
one failure. The failure was due to the fact that 
operation was undertaken before the latent sepsis 
had been eliminated. Infection with necrosis 
occurred and further operative measures will be 
necessary to determine union. He removes these 
wires after union has occurred because he considers 
them a source of weakness. 

Two fractures involving the ascending ramus were 
plated, but the results were not satisfactory. 

When the loss of tissue exceeds 3 cm., the use of a 
free bone transplant is indicated. In cases of non- 
union with considerable loss of tissue he uses a 
pedicled bone graft or a free bone transplant. He 
considers the pedicled bone graft the better because 
it possesses a blood supply sufficient to maintain 
its vitality. 

The technique is as follows: 

An open-bite splint is fitted and fixed before 
operation is undertaken. The incision in the skin 
extends low into the neck and is carried lower in 
front than behind. A flap is then turned up con- 
sisting of skin only, care being taken not to injure 
the underlying muscular fibers. Bleeding is arrested 
and the posterior fragment is then freely exposed. 
The posterior extremity only of the anterior frag- 
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ment is displayed in order that the size of the gap 
may be gauged. 

An incision is made through the soft parts cover- 
ing the outer aspect of the anterior fragment. This 
incision is parallel with the lower border of the jaw 
and lies immediately below the level of the buccal 
sulcus. Along this incision the basal portion of the 
jaw is sawn off to an extent sufficient to bridge the 
gap. When the bone is completely divided, the 
periosteum on its deep surface is incised. The bone 
fragment with its muscular pedicle is then gently 
freed from the underlying structures of the neck. 
This process is continued until the bone fragment 
can be easily adjusted in its new site without undue 


tension on its pedicle. The extremity of the poste-, 


rior fragment is then trimmed to furnish as broad 
an area of contact as possible. Holes are drilled 
through the posterior and anterior fragments, 
through which fine silver wires are passed. These 
wires are made to perforate the pedicle close to its 
attachment to the bony fragment. They thus sur- 
round the graft and when tightened and twisted 
secure firm contact with freshened bone on each 
side of the gap. The deeper structures are united 
by a few catgut sutures. The wound is closed and 
drainage instituted for twenty-four hours. 

This method is applicable to all cases where the 
gap does not exceed 3 cm. When the loss of tissue 
exceeds 3 cm., the use of a free bone transplant is 
indicated. The author claims that in all cases 
treatment from the beginning must be designed on 
the assumption that a future bone graft may be 
needed. 

In using a free transplant, he makes an incision 
similar to the one just mentioned. The extremities 
of both fragments are freely exposed at the basal 
margin, trimmed and freshened to provide as 
broad an area as possible for contact with the 
graft. The graft is removed from the tibia. It 
is inserted and fixed with two screws. The soft 
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parts are closed with catgut and drainage tubes 
are inserted. 

He reports 11 cases operated upon by this method. 
In one the operation was abandoned after exposing 
the fragments. Of the remaining 10, sufficient time 
has elapsed to estimate the results in 6. Four have 
been successful; 1 has been considerably improved; 
and 1 has been a complete failure. 

A brief review of the operative results of all forms 
of non-union shows that 34 cases have been oper- 
ated upon. In 2 cases operation was abandoned as 
impracticable. In 22 sufficient time has elapsed to 
give results. In 16 complete success resulted. 

He urges the profession to endorse his conviction 
that this disabling condition can in the vast major- 
ity of cases be dealt with effectively by surgical 
means; and further, that surgeons have failed in 
their duty to patients, to themselves and to the 
profession if they omit to urge the employment of 
such means. G. W. Hocurein. 


Frank, I.: Dentigerous Cysts; with Report of a 
Case. Ann. Otol., Rhinol. & Laryngol., 1917, xxvi, 
gol. 


The author accepts New’s classification: (1) 
simple cysts; and (2) adamantinomata. 

The first or simple group consists of dental or root 
cysts and dentigerous cysts. The second group con- 
tains the enamel odontomata and the malignant 
multilocular cystic tumors. 

After a brief discussion of the first group, the 
author cites a case of dentigerous cyst which entirely 
filled the antrum of Highmore. It was removed by 
making an incision on the buccal surface of the 
superior maxilla similar to that employed in per- 
forming the radical antrum operation. After ex- 
posing the mass it was incised, allowing the escape of 
fluid and revealing the location of the teeth which 
were firmly embedded in the alveolar process. The 
cyst was easily shelled out. Otro M. Rott. 
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